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: Editorials 


Image of the Scientist 
Among High-School Students 


A pilot study conducted by Mead and 
Métraux' indicates that a student thinking 
of science in the abstract is all for it. “How- 
ever, when the question becomes one of per- 
sonal contact with science, as a career choice 
or involving the choice of a husband, the 
image (of the scientist) is overwhelmingly 
negative.” This is a matter of concern to 
scientists and since medicine is a satellite 
of science and dependent on it for its prog- 
ress it should be a matter of great concern 
to us. 


In discussing this problem Michael,” gives 
a note on the background of this negative 
response. 


“And very recently H. H. Remmers has re- 
ported his findings from a large sample of high- 
school students, indicating that many do not hold 
scientists and science in high esteem. Yet it is 
disturbing to note that while all who are con- 
cerned about a shortage of scientists give lip serv- 
ice to the motivation problem, there has not been, 
to my knowledge, any clear call emphasizing the 
need for systematic studies aimed at ascertaining 
the stereotype, and the values underlying them, 
that students hold about the rewards and disad- 
vantages of careers in general compared with the 
career of the scientists in particular. Why such 
studies especially? 


“At the risk of laboring the obvious, I will 
briefly review the relationship between motiva- 
tion and stereotypes. Among those factors con- 
tributing to the direction and intensity of behavior, 
certainly a crucial one is the perceived conse- 
quences of pursuing and reaching a specified goal. 
There is abundant evidence that these perceived 
consequences are almost never evaluated in an 
exclusively objective and individualistic way; the 
goals are perceived and evaluated in a context of 
values of the culture in which the person partici- 
pates. But since people often have no experience 
before the fact upon which to make first-hand 
appraisals of the consequences of their behavior, 
they frequently use instead stereotyped knowledge 
about what an unexperienced situation will be like 
—and they evaluate that situation and select their 
goals in terms of the values their culture assigns 
to such aspirations and the way of life pertain- 
ing thereto. 
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“Sterotyping is, of course, not in itself bad, 
but it can be, and for most of us under many 
circumstances is a serious detriment to a realistic 
evaluation of situations. Since highschool students 
have not been scientists—or much of any other 
type of worker for that matter—their picture of 
the various ways of life must come to them 
through the stereotypes presented by both the 
formal and informal educative processes to which 
they are exposed. If the values of this society 
tend to be away from the values popularly per- 
ceived as associated with the scientist, the stereo- 
type comprising some student's picture of a life 
of science may well be distorted enough to de- 
flect them from such a life, especially if they 
see it as conflicting with the values they sub- 
scribe to and with other stereotypes which they 
may believe about the way of life they anticipate 
living. 

“There are good psychological and sociological 
reasons—to say nothing of first-hand, personal 
experiences of many observers of the American 
scene, including foreign scientists—for believing 
that the whole trend of our society, the values of 
our society, are in fact away from the contempla- 
tive, away from respect for and concern with the 
complex, away from a sense of calling, of dedi- 
cation, of single minded purpose. Not only is the 
trend away from these values, which are associ- 
ated with an earlier period of our society—and 
still are associated with the cultures of most of 
the rest of the world—but there seem to be clear 
evidences of a downright negative attitude toward 
such a way of life as is associated with the ‘egg- 
head’ and the ‘longhair’.”’ 

The position of the physician in the crea- 
tion of the student’s stereotype in medicine 
is clear. Except for the teacher, he is often 
the only one even remotely connected with 
science in the community. He is not free to 
do and to think as he pleases. He must be 
ever on his guard to avoid any remark even 
in jest that might discourage a youngster 
thinking of medicine or science. To paint a 
discouraging picture of the basic sciences 
and the first two years in medicine could 
be fatal to a budding ambition. We really 
don’t remember that anyway. We remember 
not the details of anatomy but the wonders 
of the human body—not the details of physi- 
ology but the wonders of the body function- 
ing—not the details of chemistry but amaze- 
ment at the homeostasis of body fluids. 
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Surely enough remains of our early impres- 
sions that we can in the presence of youth 
recall our dedication. 


“He's a Brain but Not a Square” 

There is no higher compliment from one 
youth to another. To be smart but be a 
“regular guy” is something special. The 
students in high school that we would like 
to reach have been divided into two cate- 
gories—the “inner-directed” and the “‘other- 
directed.” The inner-directed student is the 
one who has the characteristics from which 
the popular stereotype about scientists de- 
rive: “unswerving and selfless devotion to 
the quest for knowledge.” 


“The other-directed student,? swayed by 
the values of his direct and indirect contem- 
poraries, is the predominent product of our 
times, for better or worse. They are the 
ones who answered Barnes (Melvin Barnes, 
Superintendent of the Oklahoma City 
Schools) question with such responses as 
‘Duke Snider is one of the 10 best-dressed 
men. if he were a scientist, would he be?’ 
These are the students whose stereotypes 
about scientists are reinforced by such news- 
paper descriptions of scientists as ‘ s * 
34-year-old scientist who has been courting 
laboratory pallor since he was 12... His 
sister had to find him a date for his senior 
prom. He is still a bachelor .. .’ 


The boy or the girl who is a brain but not 
a square must be somewhere between the 
two. Perhaps if we could find someway to 
bring the inter-directed who perhaps is a 
brain that is a square and the brain that is 
not a square in contact with our medical 
school in their late highschool years we 
could salvage their talents from the market 
place, and through them reach some of those 
in the other-directed groups not yet lost. 

1. Image of the Scientist Among High-School Students 
Mead, Margaret and Métraux, Rhoda: Science 126:384 (Aug 
os | , through Adotescent Eyes: What We Need to 


Know, Why We Need to Know It. Michael, Donald N.: 
Scientific Monthly. 84:135 (Mar.) 1957 


Diabetes Week 
What is Diabetes Week? 


It is the third week of November set aside 
nine years ago by the American Diabetes 
Association and is dedicated to education 
for the benefit of the diabetic. 
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Increased longevity has increased the pop- 


* ulation of “over 40” persons and likewise in- 


creased the number of diabetics. Statisticians 
have established that we have 2.5 million 
known diabetics in the United States and at 
least one million persons who have diabetes 
and do not know it. It is estimated that 
there are 4,750,000 potential diabetics in 
the United States. 


The detection phase of Diabetes Week is 
a means or method of transmitting this in- 
formation to the general public. It is a pub- 
lic service which the American Diabetes 
Association is endeavoring to render and one 
which year after year for the past nine 
years has been received most graciously by 
diabetics, relatives of diabetics, friends and 
acquaintances of diabetics and also the med- 
ical profession. 


Why this notice or announcement to doc- 
tors? Because medical records of patients 
too many times indicate that doctors have, in 
the rushed and busy hours of their practice, 
failed to collect a urine specimen or do a 
blood sugar on patients, as frequently as 
they should. Every doctor regardless of 
specialty very frequently has to deal with 
the ravages of untreated or neglected dia- 
betics. Diabetic coma, premature cardio- 
vascular disease, retinitis, dermatitis, dia- 
betic gangrene, obesity, malnutrition, dif- 
ficult to control infections, slow to heal sur- 
gical wounds and many other conditions too 
numerous to mention could be prevented or 
easily controlled if the patient and the doc- 
tor were both fully aware and both coop- 
erative in respect to the management of 
diabetes. How could preventive medicine 
be more satisfactorily and easily practiced 
than by the early recognition of diabetes by 
both the physician and the patient. 


During Diabetes Week there will be many 
programs arising from national radio broad- 
casting systems and television systems, call- 
ing attention to the public the simple facts. 
Local, state, county and city organizations 
and, in some districts, health associations 
will have detection and education programs 
during Diabetics Week. 


As a member of the committee on Detec- 
tion and Education of the American Diabetes 


(Continued on Page 516) 
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First of a Two-Part Series 
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CANCER of the LARYNX 


Back-ground facts for the General Prac- 
titioner with report of 16 cases. 


In 1828, according to Broyles,' Albus re- 
marked that in general “the prognosis of 
laryngeal disease is quit unfavorable.” In 
1890, addressing the Tenth International 
Medical Congress held in Berlin, Butlin? 
spoke of extrinsic carcinoma of the larynx 
as “this dire disease’ and recommended that 
only intrinsic cancer should be treated by 
surgery. 


Over the years the situation changed. In 
1939, Chevalier Jackson,? beyond question 
the pre-eminent authority in this field, said 
that considering the hopelessness of malig- 
nant disease in some other regions of the 
body, the patient with carcinoma of the 
larynx was relatively fortunate. By 1951, 
LeJeune* was stating that 30 per cent of all 
patients with the disease were beyond rescue 
when they were first seen, and in 70 per 
cent there was more or less hope of cure. 


The more hopeful outlook of carcinoma of 
the larynx has developed from the increased 
knowledge of the disease and its ways and 
the more rational and selective methods of 
therapy which have developed from the in- 
creased knowledge. No one, however, could 
contend that the situation today is satis- 
factory, especially when it is remembered 
that this is a disease which lends itself so 
well to early diagnosis and which, in its early 
stages, can be cured. 


The reasons why the results in carcinoma 
of the larynx are less good than they should 
be are not far to seek. Basically, they are, 
as in all varieties of malignant disease, de- 
lay on the part of the patient in seeking 
medical aid. 


Another explanation is the nature of the 
therapy required for cure when the disease 
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has advanced beyond its first stages, as it 
so often has when the patient is first seen. 
Cure then must be effected by mutilation, 
though many physicians forget, as Holinger® 
pointed out, that the question is not surgery 
versus irradiation but therapy versus car- 
cinoma. They also forget Clerf’s® addition- 
al warning, that neither economic nor emo- 
tional considerations must sway the surgeon 
in the advice he offers the patient. Laryn- 
gectomy may sacrifice some larynges that 
may have been saved by thyrotomy, but it 
saves lives that would have been sacrificed 
by conservative measures. The inclination 
to conservatism, he concludes, or the lack of 
courage, may lose the life that there is only 
one chance to save. 


Carcinoma of the larynx is not a frequent 
disease. Certain of the large clinics have 
accumulated data on hundreds of cases, but 
these series are small compared to the thous- 
ands of cases of other types of cancer, such 
as of the stomach and more recently the 
lung, which have come under observation. 
The average laryngoscopist sees only a few 
cases in the course of his whole professional 
life. The 16 cases which form the back- 
ground of this paper, for instance, have 
nothing noteworthy about them except that 
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they are typical in onset, pathologic distri- 
bution, and, unfortunately, end results. 


These cases are also typical in another 
important respect. Before they came under 
observation, these patients had consulted 
other physicians. Without exception they 
had been treated for longer or shorter pe- 
riods of time by symptomatic measures, in- 
cluding sprays, gargles, lozenges, and, of 
course, antibiotics, though it is hard to con- 
ceive of any influence even miracle drugs 
might exert on hoarseness, the symptom for 
which every one of these patients sought 
relief. 


This is not an unusual experience. Fried- 
berg and Wallner’ analyzing their 116 cases 
of carcinoma of the larynx from this stand- 
point, pointed out that at least 18 had been 
treated symptomatically, “irrelevantly,” or 
by measures indicative of inadequate exam- 
ination. 


At the present time we do not know how 
to prevent carcinoma of the larynx. Laryn- 
gologists make mistakes, and many of them, 
in diagnosis and more often in therapy, but 
it is rare indeed for them to institute symp- 
tomatic measures without first thoroughly 
investigating the patient. The chance for 
improvement in results lies, therefore, in the 
education of the general practitioner, who 
sees so many of the patients first, in the 
knowledge of this disease. 


This paper is based upon a comprehensive 
review and analysis of the literature of car- 
cinoma of the larynx for the 10-year period 
ending June 1, 1955, as well as a review and 
analysis of a representative number of 
earlier basic reports. 


Historical Note 


There is probably no more extraordinary 
story in the history of medicine than the de- 
velopment of the diagnosis of carcinoma of 
the larynx by biopsy and the development of 
the various techniques of management. Even 
when one makes allowances for the limited 
knowledge of earlier days, the bitterness of 
the arguments over biopsy and laryngofis- 
sure and the apparently blind obstruction- 
ism of the great names in laryngology seem 
almost incredible. The strong feelings which 
were aroused by this disease even through 
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the twenties of this century, and the im- 


+ portant part—though it needs no further 


proof—played by Chevalier Jackson in the 
development of the present knowledge and 
therapy of carcinoma of the larynx. The 
sound wisdom and judgment and quiet san- 
ity of this man are doubly impressive in the 
welter of charge and counter-charges that 
continued for almost fifty years, and every 
event in the story seems to lead up to the 
publication in 1939 of the monograph that 
is still the authoritative presentation of the 
facts of this disease.* 


One of the first comments that might be 
made on the story is that when Trousseau, 
in 1837, reported the first case of carcinoma 
of the larynx, the disease was present in 
association with tuberculosis. He made the 
distinction between the two co-existing dis- 
eases, and that is well worth remembering 
for, as will be pointed out shortly, they still 
occur in association and the differentiation 
is highly important. 


Another interesting point in the historical 
story is the opposition to biopsy, which is 
now the cornerstone of diagnosis but which 
had as much difficulty becoming accepted 
as any of the therapeutic measures. Part 
of the original trouble, of course, was the 
inefficiency of the early techniques, as a 
result of which the specimens were unsatis- 
factory. This method also received a blow, 
from which it did not recover for many 
years, when the Crown Prince of Prussia 
died of carcinoma of the larynx after the 
first biopsy specimen had been pronounced 
benign, and by the great Virchow at that. 
Today, as Jackson says, the specimen would 
have been secured by direct laryngoscopy, 
not by the indirect technique, and the first 
specimen, if it had been negative, would not 
have been accepted as conclusive. The politi- 
cal as well as the medical implications of this 
case were numerous, but the net result was 
that the recognition of the essential character 
of biopsy in carcinoma of the larynx was set 
back many years. 


At that it seems curious to find such vio- 
lent opposition to what seems so rational 
and useful a measure, especially when the 
alternative was that John N. Mackenzie ad- 
vocated in 1900, total laryngectomy on gross 
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appearances alone. The following year, at 
the meeting at which Jackson stated that 
early diagnosis of carcinoma of the larynx 
was impossible without the microscope, Mac- 
kenzie went on record as “entering an earn- 
est protest against the reckless removal of 
portions of a suspected malignant growth 
for microscopic examination.” Even after 
de Santi had demonstrated the slow and 
scanty lymphatic circulation of the larynx, 
and Jackson and Semon had pointed out that 
this anatomic fact prevented dissemination 
of carminoma after biopsy, Mackenzie was 
unimpressed. In 1923, when Jackson advo- 
cated biopsy for precancerous conditions of 
the larynx, he put his finger upon the reason 
for the long delay in the general acceptance 
of the method. Success, he said, comes only 
with continued practice and the development 
of manual dexterity, and many of the re- 
ported failures of biopsy were actually due 
to an “undeveloped” technique. The same 
explanation, for that matter, holds for some 
of the reported failures today. 


The importance of the development of 
laryngoscopy in the knowledge and treat- 
ment of carcinoma of the larynx is pointed 
out by Broyles.' It was in 1854, exactly a 
hundred years ago, that Garcia, a French 
instructor in singing, discovered how to in- 
spect the interior of the larynx. The paper 
he read on the subject before the Royal Col- 
lege of Surgeons was received “with apathy 
and incredulity,” but Turck of Vienna and 
Czermak of Budapest saw the possibilities 
of the method, made some improvements in 
the original techniques, and gave demon- 
strations of it all over Europe. This, as 
Broyles says, was the real beginning of 
medical laryngoscopy. Up to 1850, he con- 
tinues, Ehrman was able to collect only 31 
records of laryngeal tumors in all the med- 
ical literature. Bruns, in 1854, collected 100 
cases. Between that date and 1899 Semon 
collected 12,297, of which 1,550 were ma- 
lignant. 


Experimental laryngectomy antedated the 
knowledge of carcinoma of the larynx, but 
clinical laryngofissure antedated clinical 
laryngectomy. The first patient on whom 
laryngofissure was performed by Sands in 
1863, died of carcinoma of the kidney after 
living for two years without a recurrence. 
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For many years the debate over its merits 
continued, with the arguments chiefly 
weighted against it. Durham in 1872 said 
that its difficulties and dangers had been 
over-stated, but in 1883, so well-informed a 
laryngologist as Butlin said, “Not the slight- 
est encouragement is afforded by published 
accounts to induce one to perform the opera- 
tion by thyrofissure.” Three years later, 
however, swayed by the reasoning of Semon, 
he began to use the operation in strictly in- 
trinsic cases, and both of them had a num- 
ber of survivals to their credit in spite of 
what now seems the completely unsatisfac- 
tory technique they employed. Their re- 
sults did not convince their associates. In 
fact, the emotionalism which still plays its 
part in the management of carcinoma of the 
larynx was apparent fifty-odd years ago, 
though it concerned laryngofissure, curious- 
ly, and not laryngectomy. In 1900 John N. 
Mackenzie was willing to advocate total 
laryngectomy, along with excision of all the 
tributaties of the neck, whether diseased or 
not, on mirror appearances alone. In 1902 
we find him stating, without the support of 
any clinical data, that when good results 
were secured in such an incomplete and “in- 
surgical” operation as laryngofissure, “two 
mighty possibilities should be forever borne 
in mind: mistakes in diagnosis and the sim- 
ple accident of good fortune.” By this time, 
of course, too many cases had been success- 
ful to be explained by either reason. 

In 1904 Chevalier Jackson took up the 
cudgels for laryngofissure, advocating prop- 
er selection of cases and introducing many 
improvements in anesthesia and surgical 
technique, including en masse instead of 
piecemeal removal of the neoplasm. In 1906 
Mackenzie returned to the attack with even 
greater violence. Without intending to do 
so he gave the impression that anyone who 
did anything less than a total laryngectomy 
committed a crime. Over the next several 
years laryngofissure won acceptance in 
Great Britain, thanks chiefly to the advo- 
cacy of St. Clair Thomson, but in the United 
States, as Jackson says, articles on carci- 
noma of the larynx, if they did not condemn 
the operation, gave the impression that it 
did not exist. It was chiefly due to Jackson's 
own teachings and demonstrations that 
laryngofissure finally came to occupy its 
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proper place in America in the management 
of laryngeal cancer. 


Laryngectomy, although it is essentially 
a mutilating operation, was accepted far 
more readily than the more conservative 
laryngofissure. The mortality of the first 
operations was very high and the results 
were not good. In the 108 operations per- 
formed between 1876 and 1886 (collected by 
Kackenty), there were only 21 cures. In the 
186 performed between the latter date and 
1901 there were 69 cures. The mortality 
was still extremely high, the causes of death 
being chiefly bronchopneumonia, sepsis and 
cardiac failure. In 1908 Semon thought that 
the mortality and the subsequent “‘deplora- 
able and even suicidal mental state of the 
patient”—granted, of course, that he sur- 
vived—provided further arguments for the 
use of laryngofissure. In 1909 Delaven said 
that laryngectomy had “added nothing to 
the sum total of human life.”” The mortality 
of the early operations was not hard to ex- 
plain: Until 1915, when Jackson began to 
advocate careful selection of cases for it, 
laryngectomy was performed on patients on 
whom it could not possibly have succeeded. 
Today the mortality is not more than two 
or three per cent in good risk cases, and it 
is illuminating and instructive to see how 
men with large experience in the field have 
progressively reduced their own death rates 
as their experience with the operation has 
increased. 


A word, finally, might be said about the 
use of irradiation. The initial results of 
therapy were uneven and generally bad. The 
explanation was simple, technical inexperi- 
ence and faulty selection of cases. In the 
end, as in all other therepeutic regimens, it 
remained for Chevalier Jackson to point out 
that this agency, like all others, had its own 
special value and that good results could be 
accomplished with it when it was correctly 
used. 


Incidence 


Until carcinoma becomes a reportable dis- 
ease we shall never know its prevalence at 
any given time. This is particularly true 
on the varities in which the incidence is 
small. Carcinoma of the larynx is variously 
stated to constitute from two to four per 
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cent of all carcinoma. According to Jack- 
,son,’ it stood seventh in 1939. At that time, 
in England, there were 21 deaths from car- 
cinoma of the stomach to every 1.8 deaths 
from carcinoma of the larynx. In the United 
States, the ratio was 43:1. 


During the six-year period ending in 1951, 
reports from the National Office of Vital 
Statistics showed more than 10,850 deaths 
from carcinoma of the larynx.*:® The num- 
ber rose from 1,747 in 1946 to 1,884 in 1949 
and fell to 1,835 in 1951, which is not a sig- 
nificant decrease. In 1951 there were 22,513 
deaths from all varieties of neoplasms of the 
respiratory system which were either speci- 
fied as primary or were not specified as to 
whether they were primary or secondary.’ 
Carcinoma of the larynx thus accounted for 
about eight per cent of the deaths in this 
group in that year. A more extended study 
of the U. S. Vital Statistics—Special Reports 
shows that the disease is undoubtedly in- 
creasing, as would be expected with the in- 
crease that has occurred in the general lon- 
gevity, but it has exhibited no such spectacu- 
lar increase as has occurred in carcinoma of 
the lung. 


In one of the hospitals in this locality 
there were 103,794 admissions for all causes 
between 1949 and 1953 inclusive. Admis- 
sions for carcinoma of the pharynx and 
larynx over this period totaled 100, ranging 
from 15 in 1949 to 22 in 1952 and also in 
1953. There were seven deaths in the hos- 
pital from this cause. 


This is obviously an infrequent disease in 
respect to both hospital admissions and hos- 
pital deaths, though neither item, of course, 
is truly representative. Hospital deaths are 
particularly unrevealing, now that the mor- 
tality after surgery for carcinoma of the 
larynx has become so low. Some patients 
are admitted only for terminal care, which, 
if Latella’s’® figures are typical, is all that 
many persons with this disease ever have. 
In the 117 deaths which he analyzed, 44 pa- 
tients had had only terminal care or no local 
care at all. 


Age and Sex. There is no question about 
the preponderance of carcinoma of the 
larynx in men, the ratio being variously re- 
ported as from 1:8 to 1:12. In the writer’s 
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series there were 15 men and one woman. 
In the 688 cases reported by Jackson and 
Jackson™ in 1942 there were 635 men, a 
ratio of more than 9:1. 


The disease is infrequent before 25 years 
of age and most cases occur after the age 
of 40. Jackson? mentions its occurrence, 
however, at the age of three. Harmer’? ob- 
served it in a boy 91% years old. Walsh and 
Beamer treated two children who were 
12 and 13 years old, respectively, and in 
both of whom the transition from benign 
papilloma to malignancy occurred under 
careful observation. In the 16 cases which 
form the background of this paper the age 
range was from 32 to 80 years, which is 
typical of far larger series. 


Etiologic Factors 


According to Jackson,? the etiology of 
carcinoma of the larynx may be expressed 
in the form of an equation: 


A(ge) plus S(ex) plus senile C(hanges) in the 
epithelium plus I(rritation) plus F(rustrated) re- 
pair plus A(lcohol) plus T(obacco) plus H(eridity) 
plus XYZ (unknown factors) equal ETIOLOGY. 


As one examines these factors, however, 
it becomes perfectly evident that some of 
them are of trifling importance and that 
there are very few of them which really ex- 
plain. We know, for instance, that changes 
take place in the epithelium with advancing 
years and that there is a greater vulnerabil- 
ity to cancer as age increases, but it is not 
clear why carcinoma of the larynx strikes at 
such a minor proportion of the aging popu- 
lation. Similarly, we have no way of know- 
ing why men are affected rather than 
women. 


About heridity there is little more to be 
said than that cancer susceptibility and can- 
cer resistance are hereditary Mendelian 
characteristics. It is true that frequently no 
inquiries at all are made into the family 
history, but when they are, they are not 
usually illuminating. Clerf' is almost alone 
in putting great stress on this factor; in 
1940 he reported that in 41 of 250 cases 
which had come under his observation there 
was a history of cancer of some part of the 
body in two generations. 


Alcohol is not regarded as a factor of 
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great consequence. A large proportion of 
the population drinks socially, and in this 
group are some heavy drinkers and some al- 
coholics. Naturally, these persons are rep- 
resented among patients with cancer of the 
larynx. 


Opinions differ as to the influence of to- 
bacco in the etiology of the disease. Because 
smoke (not nicotine or tobacco in the natural 
state) constitutes an irritative factor in the 
production of chronic laryngitis Jackson* 
finds is logical to suppose that it is also a 
factor in the localization of malignant 
growths in the larynx. Clerf,® in 1948, re- 
marked that while the majority of the 633 
patients whom he and his associates had ob- 
served over a 10-year period smoked mod- 
erately or to excess, they saw no relation 
between smoking and carcinoma of the 
larynx, though they had observed an in- 
crease in the incidence of keratosis. 


Again, as in the question of the use of al- 
cohol, we are confronted with the fact that 
today the average man, and many women, 
smoke, and many of them smoke heavily. 
Some of them are therefore bound to appear 
among patients with carcinoma of the 
larynx. In the writer’s series 14 of the men 
were life-time smokers, though two of the 
men smoked cigars and not cigarettes. An 80- 
year-old man had never smoked. A 32-year- 
old man, at the other extreme of the series, 
smoked two packs of cigarettes a day. The 
single woman in the series, 63-years-old, had 
never smoked. 


It may be that the present investigation 
of cigarettes as a possible factor in the eti- 
ology of carcinoma of the lung will throw 
some light upon the relationship of smoking 
to carcinoma of the larynx. At present, the 
relationship is chiefly that of association, 
or, to put it differently, of a possibility that 
still requires proof. 


It is well known that the usual location of 
carcinoma of the larynx, which is usually of 
the squamous-cell variety, it is in that part of 
the larynx most subject to irritation from 
excessive use of the voice. This factor is 
present in some cases of the disease but not 
in the majority. The affected part of the 
larynx is also the part most exposed to ir- 
ritation and trauma from the influx of air 
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laden with dust, smoke and other irritants 
which are now so common in our cities and 
which many observers believe will eventual- 
ly be found to be more responsible than 
smoking for both bronchogenic and laryn- 
geal cancer. 


There are a number of possible miscel- 
laneous etiologic factors, but they are pres- 
ent in too few cases to be of any significance. 
Jackson’s* concept of “frustrated repair’ is 
an illustration. Holinger and Rabbett® re- 
ported a case in which previous irradiation 
therapy was thought responsible for the de- 
velopment of malignancy. King and his as- 
sociates'’® reported a case in which primary 
carcinoma of the larynx appeared 11 months 
after administration of a thyroid-ablating 
dose of I for carcinoma of the thyroid 
and mentioned a similar case reported by 
Trunnell and his associates. If surgical 
thyroidectomy had been done first, King and 
his group reasoned, the dose delivered to the 
larynx would have been negligible. It may 
be, as they suggest, that to avoid similar un- 
toward accidents, thyroidectomy should be 
done routinely before an attempt to treat 
metastases from a thyroid malignancy with 
irradiated iodine. 


Precancerous Conditions. At the present 
time the only entirely established etiologic 
factor, and the only factor, incidentally, 
which is subject to therapeutic control, is in 
the group of so-called precancerous condi- 
tions, including papilloma, pachydermia, 
leukoplakia and keratosis. All of them are 
primarily benign, but it is well known that 
all of them may also become malignant. The 
transition, furthermore, has been repeatedly 
observed in too many patients over too long 
periods of time to permit the speculation 
that the original diagnoses were in error and 
the condition was originally malignant. 


The transition, it is true, does not occur 
very often, which eliminates these precan- 
cerous conditions as the universal etiologic 
factor which we shall, perhaps, eventually 
discover. There is no way of knowing in 
which case, or when, in a given case, the 
lesion will cross the line from benignity to 
malignancy. Attention has already been 
valled to the proved transition from papil- 
loma to carcinoma in the two children re- 
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ported by Walsh and Beamer.” Fourteen 
«biopsies were negative in the first case over 
a period of 11 years and an unstated number 
were negative in the second over a period 
of ten years. Many supposed papillomas are 
malignant from the beginning, but the 
length of observation in these two cases does 
not permit that speculation in them. 


All of these conditions require repeated 
observation. This holds true whether biopsy 
has been reported negative or whether, as 
is the preferred made of management, the 
lesions have been excised, for recurrence is 
always possible. If the procedure is limited 
to biopsy, it should always include the deep- 
er cells, to rule out possible invasion of the 
submucosal layer. In most instances intra- 
laryngeal extirpation in toto is possible. Be 
this is it may, Friedberg and Wallner’s’ ex- 
perience points up the danger of procrasti- 
nation in handling these conditions: 19 of 
their 31 patients with cordal carcinoma had 
definite evidence of leukoplakia, which was 
bilateral in nine cases. The generalization 
is clearly warranted that the physician who 
trifles with this and similar conditions also 
trifles with his patients’ lives. 


Classification 


In its essentials, the classification of car- 
cinoma of the larynx has been agreed upon 
for almost 80 years. In 1876 Isambert, in a 
report of five cases, classified them as in- 
trinsic, extrinsic and subglottic. This classi- 
fication has been both contracted and ex- 
panded since, but the essential differentia- 
tion of intrinsic and extrinsic has never 
been lost, though both the nomenclature and 
the inclusiveness of the terms have varied, 
as the illustrations to be cited indicate. 


Walsh" prefers the following classifica- 
tion: 


1. Intrinsic carcinoma, which is confined 
to the true vocal cords. 


2. Endolaryngeal carcinoma, which af- 
fects the structures within the laryngeal 
box, that is the ventricles, ventricular 
bands, arytenoids and the interarytenoid 
space. It also includes those cases of car- 
cinoma of the vocal cord which have spread 
across the anterior commissure, with or 
without fixation of the cord or the arytenoid. 
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3. Subglottic carcinoma. 
4. Extrinsic or carci- 
noma. 


extralaryngeal 


Orton" believes that the whole picture 
would be clarified if carcinoma of the larynx 
were considered in two large groups: 


1. Epilaryfgeal carcinoma, which in- 
cludes the epiglottis, arytenoid, aryepiglot- 
tic fold and pyriform sinus. 


2. Hypopharngeal carcinoma, which in- 
cludes post-cricord growths and growths on 
the lateral or posterior walls of the pharynx. 


This nomenclature, Orton says, would in- 
dicate the site of origin of the tumor and 
also imply the surgical problems involved. 


Friedberg and Wallner’ prefer to use the 
term cordal carcinoma instead of intrinsic 
carcinoma for tumors confined to one or 
both vocal cords, without impaiment of mo- 
bility. The term endolaryngeal is preferred 
for tumors which involve the true cord, the 
ventricle or the ventricular band, or which 
extend just inferiorly from an initial cordal 
origin. The true cord is usually though not 
necessarily fixed. Subglottic tumors are re-, 
garded as a separate entity then may extend 
superiorly to involve the true cord or in- 
feriorly to the upper tracheal area. The 
terms extracordal and extrinsic are used 
synonymously to denote a primary lesion of 
the epiglottis, arytenoid, aryepiglottic fold 
or pyriform sinus. 


Some of these terms may, perhaps, be 
clearer and more explicit than others, but 
what it all adds up to is that there are two 
essential varieties of carcinoma of the 
larynx, intrinsic and extrinsic, and that the 
classification of the growth determines, in 
large measure, the therapy employed and the 
end-results secured. 


Pathologic Process 


The recorded location of carcinomas of 
the larynx varies from series to series. Ac- 
cording to Clerf,'* the anatomic distribution, 
in the order of descending frequency, is the 
vocal cords, epiglottis, subglottic area, arye- 
piglottic fold, ventricular band, ventricle 
and arytenoid. According to Jackson,’ the 
order in intrinstic carcinoma is the vocal 
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cords, ventricle, ventricular bands or inner 
aspects of the inter-arytenoid region, while 
extrinsic carcinomas are located in the epi- 
glottis, aryepiglottic fold, arytenoid, pyri- 
form sinus, and that part of the posterior 
laryngeal wall which forms the anterior wall 
of the hypopharynx. In Friedberg and Wall- 
ner’s’ 116 cases, the location was cordal in 
31, 26.7 per cent; endolaryngeal in 18, 15.5 
per cent; subglottic in nine, 7.7 per cent; 
and extracordal or extrinsic in 58, 50 per 
cent. In the writer’s 16 cases, the lesion was 
intrinsic in 14 and extrinsic in two. 


In advanced cases it is not always possible 
to determine the exact site of the origin, 
and this fact may account for the consider- 
able discrepancies: in some of the recorded 
series. 


Since most carcinomas of the larynx arise 
in the vocal cords it is natural that most of 
these neoplasms take the form of squamous 
cell carcinoma. Both anatomically and path- 
ologically carcinoma of the larynx is there- 
fore a favorable disease. 


The vocal cords are a highly favorable lo- 
cation for two reasons. The first is the 
structure of the laryngeal box, which, be- 
cause it is composed of hyaline cartilage, 
serves as an efficient barrier against local 
extension. Intrinsic carcinoma, until ulcera- 
tion and mixed infection occur, cannot make 
its way through this cartilaginous wall and 
delay in treatment is therefore relatively 
less serious than it is in less favorably lo- 
cated growths elsewhere in the body. It is 
another sad commentary on our management 
of this disease that in spite of its favorable 
location in most cases, carcinoma of the 
larynx has so often extended when the pa- 
tient is first seen. 


The second barrier against extension of 
intrinsic carcinoma of the larynx is the re- 
tional lymphatic system (Fig. 5). Lym- 
phatic drainage is almost non-existent in the 
elastic tissue of the vocal cords and is slight 
in their supportive tissue. As long, there- 
fore, as the tumor remains intrinsic in the 
cord, lymphatic extension is minimal. Once 
it begins to spread, the situation is very dif- 
ferent. Above and below the level of the 
cords there are two lymphatic systems. The 
lymph channels of the upper system drain 
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the ventricles and the ventricular bands, are 
grouped near the aryepiglottic folds, and 
make their exit from the larynx between the 
thyroid cartilage and the hyoid bone, whence 
they drain into the superior deep cervical 
nodes. The channels of the lower (subglot- 
tic) system pass anteriorly and out through 
the cricothyroid membrane to anastomose 
with the lymphatics of the trachea. At the 
posterior commissure there is a rather free 
anastomosis between the systems above and 
below the glottis. The lymphatics that pass 
out through the circothyroid membrane col- 
lect into the prelaryngeal lymph nodes. 


It is due to the special lymphatic distri- 
bution, the slowness of lymphatic drainage, 
and the restraining presence of the laryngeal 
box of hyaline cartiliage that carcinoma of 
the vocal cord remains strictly local for so 
long, is so slow to metastasize, and in its 
early stages is so favorable to surgical treat- 
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ment by simple, non-mutilating measures. 
These considerations hold, however, only 
when the patient is seen before the disease 
has begun to spread. Once that happens and 
it has become extrinsic, it is no longer fav- 
orable. 


The first extension of intrinsic carcinoma 
of the larynx is along the free margin of 
the vocal cord. Later it spreads to the an- 
terior or posterior commissure or burrows 
under the surface of the cord involved, or 
both cords. Evenutally it may involve all 
the soft tissues of the laryngeal box. In 
most cases, and always in the cases located 
in the anterior half of the larynx, the growth 
first makes its appearance external to the 
laryngeal box in the prelaryngeal gland, 
which lies directly over the cricothyroid 
membrane. Anatomically, this is what would 
be expected. From the prelaryngeal nodes 
lymphatic drainage is to the middle and 
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lower deep cervical nodes to the pretracheal 
and possibly the paratracheal lymph nodes. 
Similarly the lymphatic drainage from the 
upper portion of the larynx is to the su- 
perior deep cervical nodes. In other words, 
the lymphatic drainage from the vocal cord 
itself, where most cancers originate, is smail, 
but‘that from the extrinsic larynx and the 
whole pharyngolaryngeal area is consider- 
able, and there are many direct metastases 
into the juglar chain. It is these anatomic 
facts which make it impossible to consider 
cervical lymphadenopathy present in a pa- 
tient which carcinoma of the larynx as any- 
thing but metastic. 


Epiglottic carcinoma, which is uncommon, 
invades the pre-epiglottic space and metas- 
tasizes to the submaxillary and submental 
nodes as well as to the superior deep cervical 
nodes. Subglottic carcinoma tends to origi- 
nate in the area near the anterior commis- 
sure, then invades the cords, and thence me- 
tastasizes to the inferior deep cervical nodes. 


Broder’s grading of carcinoma is usually 
accepted for carcinoma of the larynx. Ac- 
cording to Konzelmann,” in grade I of these 
tumors 25 per cent of the cells are undif- 
ferentiated, in grade II, 50 per cent, in 
grade III, 75 per cent and grade IV up to 
100 per cent. Davis” points out, and men- 
tions Colledge’s agreement with him, that it 
is entirely possible for the surface of a 
tumor to be composed of grade I tissue while 
in the depths grades III and IV are repre- 
sented. 


Carcinoma in Situ. Carcinoma in situ is 
relatively infrequent. It was present in 29 
of the 312 consecutive carcinomas of the 
larynx observed by Altmann, Ginsberg and 
Stout,”7 and was intrinsic in 27 out of 29 
cases. Miller and Fisher” believe that it is 
increasing in frequency, particularly in cases 
in which the diagnosis of carcinoma is not 
apparent clinically and can be made only by 
biopsy. In their 13 cases, in patients rang- 
ing in age from 29 to 78 years, there were 
only two instances in which the gross ap- 
pearance suggested malignancy. In_ the 
cases observed by Altmann and his group, 
however, the malignant process, as so often 
happens, proved more extensive at operation 
than it had seemed clinically. 
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Distant Spread. Sawyer and his associ- 
ates** quote Terracol and Bringier’s descrip- 
tion of carcinoma of the larynx as a tumor 
which kills “on the spot” and Rubenfeld 
and Kaplan*™ state that except for metas- 
tases to the neck the literature is “conspicu- 
ously free” of reports of distant spread of 
laryngeal tumors. These statements are 
generally true. 


In the order of incidence, Sawyer and his 
associates state that after cervical exten- 
sion, metastases appear in the respiratory 
tract and pharyngoesophagus, and then as 
blood-borne metastases, which are unusual. 
The immediate source of their interest was 
a personally observed, apparently blood- 
borne metastases which caused intestinal ob- 
struction in the large bowel. It appeared 33 
months after the first symptoms from the 
neoplasm and eight months after laryngec- 
tomy. These same observers also cite Ter- 
racol and Bringier’s review of the inter- 
national literature in 1948: They found only 
14 records of multiple blood-borne metas- 
tases only eight of them confirmed histo- 
logically. They were, variously, to the liver 
(four), kidneys (three), lungs, esophagus, 
pericardium, cerebellum, hypophysis and 
sella turcica, soft palate, temperal bone, 
sternum, clavicle, scapula, spine and femur. 
Terracol and Bringier also reviewed 21 cases 
of solitary metastases to the digestive sys- 
tem, only one of which, probably implanted, 
was proved histologically. Rubenfeld and 
Kaplan report two cases of distant spread 
from carcinoma of the larynx, one to the 
axilla and one to the skin of the chest wall. 
In one of the writer’s cases there was a 
similar spread to the chest wall. In the case 
of axillary metastases reported by Ruben- 
feld and Kaplan the first evidence of dis- 
ease was metastases to the neck. 


Although metastases to distant areas in 
carcinoma of the larynx are always said to 
be extremely uncommon, Latella’s’® obser- 
vations in 38 necropsied cases suggest that 
if complete autopsies were performed more 
often, this generalization might be over- 
turned. In these 38 cases the cervical nodes 
were involved in 27 cases, the hilar nodes in 
eight, the lung in eight, the thyroid in four, 
the liver and the kidneys in three cases each, 
the esophagus in two cases, and the bones, 
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spleen, adrenal glands, jejunum, mesenteric 
nodes and the submaxillary glands in one 
each case. In 79 fatal cases in the same se- 
ries in which autopsy was not performed, 
metastases were known to have occurred 
in the cervical nodes in 29 cases, in the lungs 
in six, in the skin in two, and in the spinal 
cord, pancreas, bone and brain in one case 
each. 


Diagnosis 


History. The diagnosis of carcinoma of 
the larynx rests upon histologic examina- 
tions of a biopsied specimen, but it begins 
with a carefully taken history. Jackson, 
who believes that carcinoma of the larynx, 
as a clinical entity, seldom develops in a 
previously normal larynx, says that the pa- 
tient, if the questioning is persistent enough, 
will almost invariably be found to have a 
history of hoarseness, laryngeal cough, 
laryngeal fatigue, or a habit of clearing the 
throat before speaking, and this history will 
extend over a far longer period than cancer 
could possibly exist without killing the pa- 
tient. 


The precise symptoms depend upon the 
location of the growth. In carcinoma of the 
vocal cords hoarseness, as would be expected, 
is always the most frequent symptom and 
always the earliest symptom. It is exception- 
al, in fact, for carcinoma in this location to 
exist without it, which makes it peculiarly 
unfortunate that long-continuing hoarse- 
ness is so often ignored. 


In a growth located above the glottic level 
anteriorly, on the other hand, carcinoma may 
be present for a long time without hoarse- 
ness or any other symptom. In all cases of 
intrinsic carcinoma the voice becomes more 
and more affected as the growth increases 
in size, and eventually it becomes rasping 
and wheezing. In the 16 cases observed by 
the writer hoarseness had been present in 
every instance for periods ranging from 
four months to a year, and in one instance 
the voice had practically disappeared. 


Pain is not an early symptom of carcinoma 
of the larynx. It does not occur until the 
nerve supply is affected. A characteristic of 
ulcerated laryngeal carcinoma, as well as of 
a number of other regional ulcerative dis- 
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eases, is pain in the ear, for which the ear 
itself offers no obvious explanation. Dys- 
phagia and odynophagia are other late 
symptoms. The former, according to Jack- 
son,’ occurs in postcricoidal disease and the 
latter in postcricoidal and epiglottic disease. 


In disease which begins extrinsically the 
symptoms are limited to a sense of discom- 
fort in the throat, perhaps with the feeling 
that a foreign body or lump is present. In 
more advanced stages there may be hoarse- 
ness, hemoptysis, dyspnea and dysphagia. 


How treacherous the extrinsic type of dis- 
ease may be, with its lack of symptoms and 
its development in an area of abundant 
lymphatic supply, is shown by Friedberg 
and Wallner’s’ series. In five of their 58 
sases of extracordal disease painless swell- 
ing of the neck was the first manifestation 
and 20 patients in all had cervical metas- 
tases in two instances bilateral. As a matter 
of fact, the general and external examina- 
tion in carcinoma of the larynx is usually 
negative unless cervical metastases has oc- 
curred or perichondritis is manifested by 
tenderness in the anterior portion of the 
neck. 


Roentgenologic Examination. No clinical 
laboratory technique is of any value in the 
diagnosis of carcinoma of the larynx. A 
flat plate of the chest is, however, always 
a precaution in any type of malignant dis- 
ease, even the variety in which metastases 
are unlikely. 


Special types of roentgenologic study are 
useful in special cases, particularly those in 
which the diagnosis is obscure. Lateral 
views of the neck, for instance, taken after 
air inflation by the Valsalla method, dem- - 
onstrate the soft tissues clearly, provide a 
profile view of the valleculla epiglottica, the 
epiglottis, the prevertebral space and the 
trachea, and also show, although less clear- 
ly, the ventricle and the subglottic space. 
Anterior-posterior planography combined 
with fluoroscopy reveals abnormalities of the 
cord, the ventricle, the ventricular band and 
the subglottic space. Laminography is es- 
sential in the cases in which it is difficult 
or impossible to introduce an endoscope 
through the narrow glottis; otherwise sub- 
glottic involvement cannot be confirmed or 
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excluded. The use of a film in the esophagus 
has been suggested to outline in more detail 
possible subglottic tumors or extensions. 


Laryngoscopy. Following the history and 
physical examination of the patient, mirror 
laryngoscopy is performed. This is a pro- 
cedure which any general practitioner can 
learn. 


In performing mirror laryngoscopy, it 
should be borne in mind that the anterior 
commissure is frequently not visualized, 
while the overhanging epiglottis may hide 
the particular area of the vocal cords in 
which early carcinoma is frequently found. 
If the pharynx is anesthetized locally with a 
spray of cocaine or pontocaine, it is possible 
to retract the epiglottis and carry out a more 
complete inspection. 


Mirror laryngoscopy is a proper begin- 
ning of the investigation, but it is not 
enough. Direct examination is required to 
settle a number of points, such as whether, 
if carcinoma is present, it extends to the 
anterior commissure, whether is crosses the 
midline and involves the anterior extremity 
of the opposite cord, and whether a secon- 
dary perichondritis is concealing the true 
extent of the condition. If mirror laryn- 
goscopy is negative, it is still a wise plan in 
any case of persistent hoarseness to resort 
to direct laryngoscopy if there is not prompt 
improvement within a period of observation 
which should not exceed two weeks. 


The earlier the lesion in the larynx is ex- 
amined, the more difficult, naturally, is the 
diagnosis. In later advanced stages the gross 
appearance is diagnostic. In the earlier, 
most curable stages it is not. It is also well 
to remember Clerf’s® shrewd observation 
that it is necessary to add a third to the 
extent of the lesion seen by mirror laryn- 
goscopy in order to arrive at the true facts. 


The experienced laryngoscopist, as Jack- 
son! says, will realize, even before growths 
begin to ulcerate, that a malignant lesion 
gives the impression of having become an 
integral part of the local tissue while be- 
nign growths usually have a loose, super- 
ficial appearance and frequently move back 
and forth in the respiratory air current. 
The mobility of the cord is another impor- 
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tant consideration. If the growth is malig- 
nant, the cord may or may not be immobile. 
It is seldom fixed in the early stages but 
invariably fixed in the later stages. Mobility 
is best determined by an attempt to abduct 
the cord immediately after phonation. The 
location of the growth also determines 
whether or not the cord is fixed. In pos- 
terior growths fixation, it is early, in an- 
terior growths it is late. A hypopharngeal 
growth, which cannot be visualized by mir- 
ror laryngoscopy, may impair mobility by 
pressure on the recurrent laryngeal nerve, 
or by invasion of the cricoarytenoid joints, 
or for both reasons. Invasion of the motor 
musculature which produces impairment of 
mobility of the cord can usually be demon- 
strated by mirror laryngoscopy. 

Biopsy. Symptoms cause suspicion of car- 
cinoma of the larynx but they do not es- 
tablish the diagnosis. Neither does the gross 
endoscopic appearance of the lesion, how- 
ever conclusive it may seem. When carci- 
noma is confined to the vocal cord, the diag- 
nosis is usually simple, but no surgeon has 
the moral right to undertake such mutilat- 
ing surgery as laryngectomy, or even to per- 
form laryngofissure, or to withhold either 
operation, on the ground that the gross ap- 
pearance of the lesion suggests carcinoma 
or seems to exclude it. Even if the lesion 
has the appearance of tuberculosis and pul- 
monary tuberculosis is known to exist, that 
does not establish the diagnosis of tuber- 
culosis laryngitis. 


It is a sound plan to work on the principle 
that any abnormality of the larynx is likely 
to be carcinoma. Certainly carcinoma should 
be excluded before any other diagnosis is 
accepted. Chronic laryngitis is a justifiable 
diagnosis only after every other possibility 
has been exhausted. A therapeutic test is 
not permissible in either suspected tubercu- 
losis or suspected syphillis if only because 
both diseases may co-exist with carcinoma. 


In short, the diagnosis of carcinoma of 
the larynx must be made or excluded on 
biopsy and in no other way. Biopsy should 
be done without delay as soon as the sus- 
picion of carcinoma arises. Watchful wait- 
ing is inexcusable. The specimen should be 
removed with care, to avoid unnecessary 
trauma, though this old fear of spreading 
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the neoplasm has practically disappeared 
with the newer anatomic knowledge of the 
region and its lymphatics. The risk of hem- 
orrhage is minimal because the vessels of 
the larynx are so deeply placed laterally that 
they are not easy to reach. Since the ex- 
cision is superficial, the risk of infection, 
particularly when one or another of the 
antibiotics is used, is remote, though oral 
sepsis should be eliminated before the speci- 
men is secured. In spite of the difficulties 
and suspicions that were once attached to 
biopsy, there is now, as Jackson* says, no 
such thing as an impossible biopsy. A speci- 
men can be secured from any patient who 
can open his mouth. 


Growths that are thought to be benign 
should be removed in toto, to determine that 
invasive tendencies are not present. All 
small malignant growths may also be re- 
moved in toto, biopsy being, in effect, intra- 
laryngeal removal. At the same time, norm- 
al tissue should be spared. A notch may 
result in a cicatrix which will make proper 
approximation of the parts impossible, in- 
crease the difficulties of whatever future 
surgery may be necessary, and probably 
permanently impair the voice. The specimen 
must, however, be large enough for adequate 
examination. If the lesion is necrotic, the 
central area of ulceration should be avoided, 
for firm areas are likely to be more satis- 
factory for diagnosis. 


It is essential that biopsy be done by the 
surgeon who is to perform the subsequent 
surgery, if only because, as just noted, in 
some cases the biopsy may become the eradi- 
cative operation. Many surgeons prefer to 
remove the specimen during direct laryn- 
goscopy and have it examined by frozen 
section. If the specimen is unsatisfactory, 
another can be secured at once. If the lesion 
is localized, immediate endolaryngeal re- 
moval may be done. 


The histologic examination is the business 
of the pathologist, but it might be said that 
the differentiation between benign growths 
and malignant growths is based on the fun- 
damental consideration that while prolifera- 
tion may occur in both, in benign lesions 
there is exfoliation and the cells do not pene- 
trate the basement membrane as they do in 
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malignant disease. 


If the report of the original biopsy is 
negative but the suspicion of carcinoma is 
strong, a second biopsy is essential, and one 
is fully justified in removing tissue in the 
substance of the cord for examination, even 
at the risk of impairment of the voice. The 
patient on whom biopsies are repeatedly 
negative presents a major problem, as the 
following case history illustrates: 


A 45-year-old white man was seen Feb- 
ruary of 1952. He had a history of hoarse- 
ness over a period of four months, but other- 
wise had been well all his life. He used al- 
cohol in moderation and smoked from one 
to two packs of cigarettes daily. Physical 
examination was negative except for a small 
mass on the right vocal cord. The cord was 
freely movable. All laboratory examinations 
were within normal range. 


Biopsy, carried out the day the patient 
was first seen, was reported as chronic ulcer, 
with no evidence of neoplasia. The ulcer bed 
was composed of chronically inflamed granu- 
lation and scar tissue. 


Complete rest of the voice was advised. 
When the hoarseness did not improve with- 
in a month, a second biopsy was taken and 
was also reported negative. Two months 
later still another was taken. In spite of the 
negative biopsies, the suspicion of carcinoma 
continued strong. The patient was then 
given a total of 4,600 r by the Coutard tech- 
nique. 


A fourth biopsy, at the end of this period, 
was reported as showing anaplastic carci- 
noma; the neoplastic cells were scattered 
singly and in small groups of irregular, 
small strands among acute and chronically 
inflamed granulation tissue. 


Shortly after this examination a mass ap- 
peared in the anterior chest wall. There- 
after the patient’s course was rapidly down- 
hill and he died February, 1953, one year 
after he was first seen. 


Perhaps if thyrotomy had been performed 
when the first biopsy was reported as nega- 
tive and the clinical suspicion persisted, the 
outcome might have been different. 


Differential Diagnosis. The differential 
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diagnosis of carcinoma of the larynx in- 
cludes a number of likely and unlikely con- 
ditions. Jackson" lists them as scleroma; 
eversion of the ventricle or prolapse of the 
sacculus; blastomycosis and other myocses; 
keratosis; parchydermia; perichondritis ; be- 
nign growths; hematoma; recurrent paral- 


Third in a Serves 


ysis; cricoarytenoid arthritis; other inflam- 
matory conditions; tuberculosis; syphilis. 
While any of these may be present primarily 
or in association with carcinoma, the differ- 
ential diagnosis includes chiefly the pre- 
cancerous conditions already discussed, and 
tuberculosis and syphilis. 


STOP RHEUMATIC FEVER 


Medicine has undoubtedly existed as an 
art and as a science longer than recorded 
history indicates. Throughout the centuries 
the transition in the emphasis on the various 
practices of medicine has had a decisive in- 
fluence on the prevention and control, or 
the lack thereof, of many serious afflictions 
of man. During the Victorian era of the 
late nineteenth century and the first part 
of this century, for example, many a case 
of syphilis went untreated because of the 
social mores and the almost expected re- 
ticence of individuals to seek medical as- 
sistance ever after Ehrlich’s 606 was dis- 
covered. To call upon a physician with a 
venereal disease was considered to be too 
revealing to the doctor of the personal hab- 
its and life situations of the patient, and this 
conflicted seriously with the “accepted social 
standards” of that period. Yet it is now 
clear that this sociological and psychological 
approach to syphilis did far more harm than 
good. The intimate social habits of the in- 
habitants of this planet have probably not 
changed greatly since the days of Adam and 
Eve, and to attempt to repress the availabil- 
ity of treatment for a potentially curable 
disease by arbitrary and artificial Victorian 
standards would now generally be considered 
by enlightened individuals to be nearly akin 
to criminal negligence. In a subsequent ar- 
ticle the importance factors affecting get- 
ting the patient to the physician will be dis- 
cussed. 
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While these introductory remarks point 
up the fact that human frailty as well as 
susceptibility to disease are omnipresent, 
they also are intended to help lead to a 
broader awareness on the part of the phy- 
sician of the potential hazards of the strep- 
tococcal infections which all too often are 
undiagnosed and untreated when a sick in- 
dividual seeks help. The moral of the story 
—and the subject of this communication— 
is that the practitioners of the art and sci- 
ence of modern medicine are morally obli- 
gated not to let streptococcal infections oc- 
cur if possible. When they do occur, the 
doctor must be alert in making an early 
and accurate diagnosis in order that an ef- 
fective antibiotic may be given promptly to 
prevent the serious sequelae of glomerulone- 
phritis and to STOP RHEUMATIC FEV- 
ER. To achieve this important goal will re- 
quire thorough knowledge on the part of 
the physician of all the symptoms, signs 
and laboratory clues that suggest an infec- 
tion by a beta-hemolytic streptococcus. There 
is no doubt after the studies of Rammelkamp 
and associates at the Fort Warren Air Force 
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Base, and also other investigators, that the 
earlier adequate treatment for a streptococ- 
cal infection is instituted, the less the risk 
of developing rheumatic fever. It has fur- 
thermore been conclusively shown that even 
when the diagnosis is made somewhat later 
or if therapy is delayed as long as ten days 
from the onset of symptoms—or perhaps 
even longer—the incidence of rheumatic 
fever is still significantly reduced in anti- 
biotic-treated patients as compared with un- 
treated populations. 


Hence, for the physician the problem real- 
ly is concerned with the necessity of know- 
ing the vagaries of streptococcal infections 
and the multitudinous forms in which they 
may present. This requires understanding 
the differences between clinical streptococ- 
cosis as seen in children and adults. Since 
it is the children, adolescents, and youths 
in the first two decades of life who are 
most apt to develop rheumatic fever follow- 
ing a streptococcal infection, knowledge of 
these clinical syndromes is exceedingly im- 
portant. Although many well documented 
instances of primary attacks of rheumatic 
fever after the age of twenty are reported 
in the medical literature, the risk of either 
initial attacks or reactivation of previous 
rheumatic activity is greatest in the young 
population. And, of course, this is the group 
in which the diagnosis of the acute strepto- 
coccal infection may be the most difficult. 


From numerous carefully controlled in- 
vestigations, certain concepts have been 
evolved. Scarlet fever, for example, is but 
another form of streptococcosis and equally 
as great a risk, if untreated, in producing 
rheumatic fever. The pharyngeal symptoms 
and signs may be less evident than in other 
forms of streptococcal infections. This is 
not a reliable index and should in no way 
alter the therapy, which should be the same 
as for any other form of streptococcal in- 
fection. Scarlet fever may be diagnosed 
sooner than some other types since the rash 
calls attention to the patient’s problem 
earlier. In passing, it might be noted that 
in recent years the major epidemics of 
scarlet fever have been considerably milder 
than those of former years, and in untreated 
patients the incidence of complications, mor- 
bidity, and mortality have been significant- 
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ly lower. The precise reasons for this at- 


¢«tenuation of the disease have not been fully 


explained. 


The younger patients are more apt to 
manifest streptococcal infections in two 
forms. First, these patients have a variable 
degree of fever; some children with virtual- 
ly no physical findings in the nasopharynx, 
ears, or sinuses have infections accompanied 
by high fevers. In these the diagnosis can 
be proven conclusively only by culture. Since 
throat cultures are rarely taken routinely, 
the physician must remember that the beta- 
hemolytic streptococcus is a common cause 
of respiratory infections in children, is 
easily and rapidly transferred from one in- 
dividual to another, and that this bacterium 
is probably more common as an etiologic 
agent of super respiratory infections in 
young people than either the pneumococcus 
or the staphylococcus. If it is possible to 
obtain a total leukocyte count in these fe- 
brile young children without local signs, the 
distinction between the normal or slightly 
low leukocyte count of a viral infection and 
the customary elevation of the count in a 
bacterial infection helps to determine wheth- 
er antibiotic therapy should be given for a 
presumptive streptococcal infection to STOP 
RHEUMATIC FEVER. The lack of pharyn- 
geal hyperemia, exudate, or cervical adeno- 
pathy does not necessarily rule out a strep- 
tococcal infection, particularly in this young- 
er age group. 


The second difference that may be seen in 
younger patients is the more common inci- 
dence of the suppurative complications. The 
incidence of otitis media, acute or chronic 
sinusitis, peritonsillar abscesses, and sever 
cervical lymphadenitis resembling phleg- 
mon is considerably increased. Published 
data have failed to correlate these comipli- 
cations with malnutrition, gamma globulin 
levels, or the antibody response to the strep- 
toccal antigen. The important point, then, 
is to be aware that streptococcal infection 
may present in any one of these forms with 
the initial respiratory illness having been 
so mild and perhaps afebrile as to be ig- 
nored. Yet the risk of developing rheumatic 
fever is equally as great following the sup- 
purative infectious complications, and some 
investibators have even thought the risk to 
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be greater because of the less rapid eradica- 
tion of the streptococcus from purulent sites 
during therapy. 


Certain special groups must receive care- 
ful medical supervision to STOP RHEU- 
MATIC FEVER. The highest incidence of 
endemic streptococcal infections, of epidem- 
ics, and of rheumatic fever has been in 
groups that were in regular, intimate, and 
frequent contact with each other. Thus, the 
major problem areas have been the military 
services where men sleep in dormitories 
with bunk beds that may be close together, 
in orphanages and children’s homes where 
similar crowded conditions prevail, and oc- 
casionally in convalescent hospitals or on 
open hospital wards. Common to all such 
populations are factors such as the size of 
the group, the greater risk of host or carrier 
being exposed to a susceptible person, often 
less than adequate ventilation, and possibly 
poorer control of hygiene and personal care 
particularly during periods of repiratory ill- 
nesses, 


So that the impression is not left that 
there isn’t a “typical” streptococcal infec- 
tion (apart from scarlet fever, as mentioned 
above), the clinical observations made at a 
large military base during a severe epidemic 
of streptococcosis will be mentioned. The 
study included obtaining throat cultures 
from all patients, with serologic grouping 
and typing of organisms isolated. Then a 
correlation could be made between the ex- 
istence of a symptom or sign and the isola- 
tion of the particular type streptococcus 
causing the epidemic. While a positive cul- 
ture could merely indicate that an individual 
was a carrier, and while one negative cul- 
ture would not exclude an infection, the 
populations studied were so large that the 
data appear reliable. Several points are 
worthy of note. First, a sore and/or red 
throat in the absence of other findings was 
not a reliable criterion for the diagnosis of 
a streptococcal infection versus other bac- 
terial or viral nasapharyngeal infections. 
Occasionally in scarlet fever and in a few 
other patients without skin rashes a marked 
hyperemia of the tongue, palate, and/or 
pharynx was a diagnostic aid. 


Perhaps of the greatest help, however, was 
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the presence on the tonsils or posterior 
pharynx of a true exudate. Care must be 
taken to distinguish this from mucous se- 
cretions or inspissated “‘cheese-like materi- 
al” also occasionally noted on the tonsils. 
The presence of true exudate was signifi- 
cantly lower in individuals who had had 
previous tonsillectomies and adenoidect- 
omies. The finding of tender anterior cerv- 
ical lymph nodes was also of great value, 
and the nodes were not always hypertro- 
phied. When dysphagia was present in pa- 
tients with tender cervical nodes, over 80 
per cent of the throat cultures yielded strep- 
tococci. Few patients with temperatures 
less than 100° F. yielded the organism, al- 
though this did not exclude the diagnosis, 
especially if other symptoms or signs were 
present. An oral temperature above 102 
F. was most frequently encountered in the 
streptococcal group. Similarly, only a few 
patients had leukocyte counts below 10,000 
per cu. mm., many had counts between 10,- 
000 and 16,000, and virtually all of the pa- 
tients with counts above 16,000 per cu. mm. 
yielded streptococci on culture. The vari- 
ous potential combinations of these obser- 
vations of these observations enhanced the 
likelihood of predicting the etiology of the 
infection. Other investigators working in- 
dependently have used essentially similar 
criteria as these and have been able to pre- 
dict streptococcal infections more than 75 
per cent of the time, even in the younger 
age groups where the difficulties and varia- 
tions mentioned above are so often en- 
countered. 


The sine qua non of rheumatic fever is the 
preceding streptococcal infection; hence the 
easiest and surest way to STOP RHEU- 
MATIC FEVER is to make the diagnosis 
of such an infection early. To make an 
early, accurate diagnosis, the physician must 
be aware of the clinical syndromes that are 
seen in various age groups. A careful and 
thorough physical examination, when 
coupled with such simple office procedures 
as taking the temperature and doing a leu- 
kocyte count, are of infinite value. Once 
the diagnosis is made or reasonably sus- 
pected, it is clear that the administration 
of adequate antibiotic therapy will indeed 
achieve the all important goal to wipe out a 
crippler of hearts that leaves behind far 
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more damage each year than the virus of 
poliomyelitis ever did to skeletal muscle. 
Adherence to these diagnostic aids should 


An Objective Evaluation of 





lead to early therapy and a substantial re- 


¢ duction in the incidence of this unnecessary 


affliction that still affects all too many. 


Salicylates, Glucocorticoids and 


Salicvlate-Glucocorticoid Combinations 
in the Treatment of Rheumatoid Arthritis 


W. PAYNE, M.D., M. R. SHETLAR, Ph.D., 


A. A. HELLBAUM, M.D., Ph.D. and W. K. ISHMAEL, M.D. 


The serum polysaccharide-protein ratio 
(PR) accurately serves as an expression of 
degree of inflammatory activity in patients 
with rheumatoid arthritis.. Comparison of 
the anti-inflammatory activity of cortisone, 
hydro-cortisone and phenylbutazone as meas- 
ured by PR changes has been described in 
a previous study.? Evaluation of this anti- 
rheumatic property of newer gluco-corti- 
coids, salicylates and the popular glucocor- 
ticoid-salicylate combinations is the subject 
of the present report. 


Methods 


Patients with active rheumatoid arthritis 
who had previously shown little tendency 
toward spontaneous remissions were studied 
at the Arthritis Clinic of University Hos- 
pital, the Arthritis Section of the Bone and 
Joint Hospital, and the Veterans Adminis- 
tration Hospital, all of Oklahoma City, Okla- 
homa. Blood was drawn for study at the 
beginning and at the end of each treatment 
period. 


Serum protein-bound polysaccharide was 
measured by the method of Shetlar, et al.* 
Serum protein was determined by the biuret 
method of Weichselbaum.* The polysaccha- 
ride protein ratio (PR) was calculated by 
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dividing the total serum protein by the total 
glycoprotein and multiplying by 100. Trial 
periods with each preparation varied from 
14 days to 116 days, the average being ap- 
proximately 28 days. Placebo medication 
consisted of one to eight lactose tablets of 
various types, or of one to ten mgs. of Ter- 
ramycin® daily. All medication was given 
orally in divided doses. 


Changes in PR were grouped according 
to the percentage change from the value ob- 
tained at the beginning of the treatment 
period. Changes of less than five per cent, 
which are within the chemical error of the 
method, were described as unchanged. While 
PR changes of less than 10 per cent were 
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considered of interest, confidence was placed 
only in changes greater than 10 per cent. 


Results 


Prednisone exhibited slightly less anti- 
inflammatory activity than prednisolone 
when compared at the same dosage levels. 
At daily doses of five to 10 mg., prednisolone 
was comparable to doses of 15 to 20 mgs. of 
prednisolone. This greater potency of pred- 
nisolone was further manifested with larger 
doses of two compounds (Table I). 


The salicylates (Neocylate®’, Pabalate®’, 
and aspirin) exerted comparatively weak 
but significant anti-inflammatory activity 
insofar as inducing major decreases in PR 
(Table Il). The daily doses of these prepara- 
tions approached the maximal amounts that 
the patients could comfortably tolerate for 
prolonged periods of time. In addition to 
the salicylates of small amounts of Predni- 
solone (Cordex®’) and cortisone (Neocylate 
with Cortisone®’) produced no reinforce- 
ment of anti-inflammatory effect. The sali- 
cylate-pantothenate combination (Panate®*) 
appeared to be slightly more effective than 
the other salicylate combinations, though 
the number of treatment trials with this 
preparation was small. It is of interest that 
the salicylates appeared more effective in 
the production of minor changes in PR or 
in maintaining the status quo. The greater 
decreases (10 per cent) of PR produced by 
salicylates usually occurred in patients with 


lesser degree of rheumatoid activity. The 
patients expressed no preference for the 
glucocorticoid-salicylate combinations over 
the glucotorticoids alone. Major objective 
responses to placebo medication were com- 
paratively low (six per cent) (Tables I and 
II) and were considered to indicate the fre- 
quency of short term spontaneous remission 
in the patients studied. 


Discussion 


A clear objective evaluation of therapeu- 
tic agents in the treatment of rheumatoid 
arthritis is difficult. The wunpredictable 
changes in the natural course of disease, and 
enthusiasm of both physician and patient 
for a “cure all,” particularly in early and 
mild rheumatoid arthritis, has testified to 
the temporary credit of a plethora of nos- 
trums, devices, rituals and fetishes, as well 
as more considered medications. 


A systemic and reasonably rapid approach 
to objective evaluation of the many prom- 
ising agents that are available and which 
will become available is of obvious impor- 
tance. Our confidence in the PR ratio as a 
rational means to this end has been gained 
through considered evaluation of the method 
and comparison with other techniques for 
assaying systemic inflammatory activity.’ ® ° 


The natural vagaries of rheumatoid arth- 
ritis are considered to be minimized in those 
patients who have had their disease for sev- 


TABLE I 


COMPARISON OF PREDNISONE AND PREDNISOLONE BY PR CHANGE 
IN PATIENTS WITH RHEUMATOID ARTHRITIS 


Daily Increased PR 
Dose ar 
Drug Mg. 5-10% ~ 10% 5-10% 
Placebo* _— 15 9 5 
Prednisone 5-10 3 4 2 
2 15-20 2 3 3 
25-30* l 2 
40 
Prednisolone 5-10 1 2 l 
- 15-20*** 3 3 1 
25-30"*" 
40 


"See footnote for composition. 
Percent of patient trials. 


Decreased PR 


Unchanged No. of Pt 


10% oe (<5%) Trials 
4 (6% )** 30 63 
3 (19% )* 3 15 
3 (27% )* 3 14 
6 (46% ) ) 14 
l l 
3 (27%) 4 1] 
12 (46% )** 7 26 
8 (67% )™* 2 11 
l 1 


“*Significantly different from placebo group at the 0.1% level using the X2 method of statistical 


treatment. 
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eral years during which time little tendency 
to wide swings in inflammatory activity has 
been observed. The present study has been 
largely concerned with this type of patient, 
usually referred because of the severity of 
the disease or a discouraging response to 
treatment. 


The significant value of relatively large 
doses of salicylates in controlling the acute 
inflammatory aspects of rheumatoid arth- 
ritis is borne out by the data presented 
(Table II). No particular advantage, insofar 
as anti-inflammatory effect, was gained upon 
addition of small amounts of glucocorti- 
coids to the salicylates. This might indicate 
a different mode of anti-inflammatory ac- 
tion of these agents and would perhaps at- 
test to the pharmcologic irrationality of such 
combinations for the treatment of rheuma- 
toid arthritis. However, the patients de- 
scribed a slight preference for the combina- 
tions over salicylates alone. 


The delta-] glucocorticoids in suitable 
doses, as has been reported’ ** exert dra- 
matic anti-inflammatory activity, at least in 
the short term treatment of rheumatoid 
arthritis. However, the doses necessary to 
produce a substantial effect in this regard 
are not to be recommended for prolonged 
therapy, nor for any patient who can be 
controlled with reasonable doses of salicy- 
lates alone. 


On comparison of the present data with a 
previously reported study of cortisone done 
by the same technique,? prednisolone on a 





weight basis, exhibits appproximately five 
times the anti-inflammatory potency of cor- 
tisone. This ratio of activity has been gen- 
erally reported.® '}° However, on the basis of 
the present data, prednisolone proved some- 
what more effective than prednisone in equal 
doses. This finding is of interest in view of 
the enhanced potency of the parent com- 
pound (hydrocortisone) over cortisone by a 
similar ratio. 


No clear inference can be drawn from the 
data presented as to the relative value of 
the preparations studied in the long-term 
management of rheumatoid arthritis. 

Summary 

The immediate anti-inflammatory activ- 
ity, as manifested by the serum protein- 
bound polysaccharide-protein ratio (PR), of 
various glucocorticoids, glucocorticoid-sali- 
cylate combinations and salicylates has been 
compared in patients with rheumatoid arth- 
ritis. 

Salicylates in tolerable doses were found 
to exert a significant though modest anti- 
rheumatic effect. The addition of small 
amounts of glucocorticoids to the salicylates 
produced no objective evidence of drug re- 
inforcement. 


Prednisolone exhibited approximately five 
times the anti-inflammatory potency of cor- 
tisone insofar as the production of changes 
in PR and prednisone proved slightly less 
effective than prednisolone in this regard. 


Continued on Page 528) 


TABLE II 


COMPARSION OF SALICYLATES AND SALICYLATE-GLUCOCORTICOID COMBINATIONS 
BY PR CHANGE IN PATIENTS WITH RHEUMATOID ARTHRITIS 


Daily Increased PR 
Dose 
Drug (tabs) 510% > 10% 5-10% 
Placebo* 1-8 15 9 5 
Salicylate 8 7 6 7 
Salicylate 8 2 5 i) 
Plus 
Cortisone 
Salicylate 8-10 4 5 3 
plus 


Prednisolone 


‘See footnote for composition. 
“Percent of patient trials. 


500 


Decreased PR 


Unchanged No. of Pt. 


> 10% ( <5%) Trials 
4 (6% ) 30 63 
8 (16% ) 20 48 
3 (12% ) 6 25 
5 16% ) 14 31 
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Hypertension without apparent cause is uncommon in child- 
hood. The search for that cause which may never be found is 
tedious for the physician and trying for the child but necessary. 
The final procedure, exploration of the kidneys, may disclose 
one which is inadequately supplied with blood ((Goldblatt kid- 





ney). This finding not only removes the hypertension from 
the category of essential but may be remediable. 


Case Report 
t 
R. S., a white girl of atiteon (13) months, was first ad- 


mitted to Wesle Hyspjtal July 1, 1955, in obvious heart *y 
with a story cf Mites been well until she was a year old; 


her appetite began to fail, and she became cgoss, irritable and 
hard to live with. Her father performed in wha and she 
and her mother traveled with him. She had the point 


X-ray) film, : 
study and treatment. 








an enlarged cardiac shadow on an 
had referred her for further 


® ©O 














She was born weighing 6%, pounds after an uncompli- 
cated pregancy and labor. Her mother nursed her for four 


¢4 months, d ~ had progressed normally until she was 
a year Y weighine 21 pounds, at—thet—time. There was no 


history of hypertension in other members of the family. 


—® 





NOTE: This is the fourth and final draft as corrected by the editing service of the American Medical 
Writer’s Association. The availability of such a service to the JOURNAL should make the members of 
the Association less afraid to submit case reports and other material to the JOURNAL for publication 
The decision to submit a paper for editing is the editor's. 
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On admission her weight was 19% pounds; temperature % 
99.6-R; pulse 160. The respiratory rate was too rapid and 
the liver was palpated three 4 (FB/ below the right costal —@® 
margin. The heart was large to percussion, but there were 
no murmurs. 





Roentgenograms and fluoroscopy confirmed the impres- 
sion of cardiac enlargement. The enlargement appeared to 
be general. At the rate of 170 the PR interval was .12 seconds. 
The mean ventricular axis was minus 20 degrees. There were 
large P waves in the limb leads. 
—D 











The patient was @igitalized and responded well. By ex- 
clusion a diagnosis of endocardial sclerosis was made,and she @-& 


@as sent home,on digitoxin and, for what it might offer, 10 
mg. of Hydrocortisone every six hours for three days out of @ 


each week in the same manner that | nephrotics f were being 


treated. 








Two weeks later she weighed 21 pounds. Her pulse was 
160. Her systolic blood pressure was 190 but her resistance 
to the procedure was so great that no significance was at- 
tached to it. She had done fairly well, although there was no 
appreciable change in either the ECG or roentgenograms. She 
was continued on digitoxin and the steroid was changed to 

¥Y, mg of Meticortin every 8 hours for three days out of each 


week. 


— 
When she was examined two months later, she was much 

more cooperative. The blood pressure in the right arm was 

210/160, in the left 190/130, and in the right leg 230/?.fIn _, veal | 

November, 1955, she was admitted to the hospital for further 

study. The fundi were normal. The urine showed Bp. gr. of 

1.016, albumin 1 plus, and 4-6 WBC/HPF. The NPN was 32.8 

mgmyper 100 Cy total serum protein was 7.8 grams per 100 cc 

with A.G. ratio of 5.9/1.9; serum calcium was 10.9 mga per 

100 cc,and sodium 153.6 mEq/L. An excretory urogram showed 

a normal appearing and functioning urinary tract. Un con- ~@) 

sidering the possibilty of a pheochromocytoma, a Fegitine test — Gd 

was negative as was a test to find pressor substances in her 

urine by injecting it into a dog.** Since no explanation for 








WBC RBC Hb ESR ASO CRP Blood Culture 
7,950 4.4, 13 grams 1 mm 1 hr 166 ‘Neg. ~ No growth ~ 
NF 3 
F 39 Urine-Sp. Gr. 1.007 
L 57 
M 1 Alb. 1 plus 6-8 RBC/NF 1-2WBC 
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her hypertension had been found, an arteriogram was done to 
see if there was any evidence of a vascular anomaly or of an 


inadequate blood supply to either kidney. (The iin Ae 





showed changes on the right that could be due to an aneurysm 
of the right renal artery. While her situation was being con- 
sidered,she was kept on digitoxin and put on Reserpine 0.125 
mgaevery six hours. 


On December 8, 1955, five months after she was first 
seen, an operation was performed*** to explore the right kid- 
ney first and if necessary, the left. The description of the 
procedure follows: 


“The peritoneum overlying the right kidney was 
opened and the kidney was thoroughly explored and 
seemed to be normal. Each vein and artery from the 
right kidney was explored, all the way from the hilus 
to the aorta and each appeared to be normal. The right 
adrenal gland was then explored and it appeared to 
be normal. We then moved to the left side and kid- 
ney and vessels were explored and each appeared to be 
normal. The adrenal gland on the left was quite 
normal.” 


she Attevered, 

After veeovere from the operation, the patient was sent 
home on digitalis,and Reserpine with a diagnosis of hyper- 
tension without a discoverable cause. She has done well. Her 
heart is much smaller; and on her last visit in November, 1956, 
the blood pressure in the right arm was 138/80, left arm 
120/80, and she weighed 33 pounds. The(digitalisfwas no longer 
considered necessary but the Reserpine was continued. 





Discussion 


The subject of essential hypertension in infancy and child- 
hood has been thoroughly discussed by Haggerty @t alJ* The 
basis for their report was nine patients studied at the Chil- 
dren’s Medical Center in Boston. While some of these patients 
had evidence of hypertensive encephalopathy none had heart 
failure as did the patient reported here. A study of the blood 
oressure in infants and children with a diagnosis of endocardial 
sclerosis has not been consistent although Kelly and Anderson? 
found(i normal or low in six patients in which it was measured 
of the seventeen that they reported. The diagnosis of essential 
hypertension can(only/be made’by exclusion. This is also true of 
endocardial sclerosis. 
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Note: The patient was seen again in April 1957. 


Her blood pressure in 


the right arm was 130/80, in the left 120/80. The Reserpine was discontinued 
by gradually reducing the dose, and her blood pressure has remained only 
slightly elevated. One wonders if the exploration of the kidneys had some 


remedial effect. 


Dr. Ben Nicholson, ESSENTIAL HYPER- 
TENSION IN CHILDHOOD 


COMMENTS: The NUMERALS pencilled 
in the righthand margins of your paper re- 
fer to the numbers alongside of the com- 
ments below. The LETTERS in the right- 
hand margins of your paper refer to the let- 
ters alongside of the comments on the two 
attached duplicated sheets. Please note also 
the changes made directly on your manu- 
scripts to make sure that none alters your 
meaning. All in all, I think that your paper 
is both well written and well organized. 


1 “one” is ambiguous. Better: “Disclose a 
kidney which... ”?? 


bo 


Dorland lists “Goldblatt hypertension”’ 
but I can’t find this term. 
The “finding” is not remedial; the con- 
dition is. Maybe: “but indicates that it 
may be remedial... ”?? 


wy 


4 | prefer: “When she was admitted, her 
weight ” 


5 “99.6 (rectal); pulse... ”? 


6 The abbreviation is not in Dorland. Why 
not spell it out? 


Not a proper verb. “The patient respond- 
ed well to digitalization or, less 
desirable: “The patient was given digi- 
toxin and a 


-~] 


8 Sounds coloquial. Maybe: “ was 
made. She was sent home, there to be 


treated with digitoxin and ~% 


9 Jargon. “the patients with nephrosis 
Metis a 
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10 “later” than what? Than the 2 weeks— 
or than the initial release? 


11 Dangling participle. Perhaps: “a regi- 
tine test, to rule out pheochromocytoma, 
was negative, as was. 2 


12 Can’t find this word in Dorland. 


13 Maybe: ‘“Nephrography showed as 

14 Perhaps your wording is acceptable. 
Surely it’s less stilted, more natural than 
(especially here, though not so much as 
at +8) any alteration I would suggest. 

15 “digitoxin”??? See p. 8. 

16 “et al.” is ok in the bibliography, but in 
the text, doesn’t “and colleagues” sound 
better ? 


17 Ambiguous. What do you mean that the 
“study” has not “been consistent”? And 
what does the “it” refer back to? This 
is a bit too confusing for me to try a 
rewrite. I understand the “it” but not 
the part about the something (unde- 
fined) not being consistent. 


18 “The same holds true for endocardial 
sclerosis.” or “This point applies as well 
to endocardial ws 

19 “The studies on dogs were. . 


The letters written in the margin of your paper refer 

to the letters alongside of the comments below: 

A. Avoid weak, passive verbs. Whenever you can, 
use active verbs. They are stronger, more eco- 
nomical, often more precise than passive verbs. 
Compare, for instance, the passive ‘“‘Hay is eaten 
by the horse’’ with the active ‘The horse eats 
hay.” 


B. Avoid incomplete comparisons. (‘‘more’’ than, 
“better’’ than what?) 
C. Faulty reference. ‘This,’ “it,” and ‘‘which,”’ 


when used to refer to whole ideas rather than to 
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specific nouns, are responsible for much ambig- 

uity. Wrong: “John was ill today. This caused 

him to miss class."’ (‘‘This’’ has no clear ante- 
cedent; it refers to the whole idea expressed in 
the first sentence. ‘Better: “John was ill today. 

This illness caused him to miss class."’ Better 

still: “John was ill today. His illness caused him 

to miss class.’’ Pronouns without antecedernts— 

“They,”’ for example—also cause ambiguity 

D. Agreement. 

1. A subject and verb should agree in number. 
Wrong: ‘None of the five books were for sale.” 
(“‘None”’ is a singular and takes a singular 
verb.) Better: ‘“‘None of the five books was 
for sale.”’ 


to 


A pronoun should agree in number with its 
antecedent. Wrong: “‘The Jones Company in- 
vites you to visit them during their bargain 
sale.” (“The Jones Company”’ is singular; it 
takes a singular pronoun.) Better: ‘‘The Jones 
Company invites you to visit its store during 
its bargain sale.” 

E. Use the gerund rather than the noun construction 
for economy. (‘For example, say “in treating 
cancer” instead of ‘“‘in the treatment of cancer.’’) 

F. Avoid nouns as adjectives when they sound jar- 
gonish or when their use results in ambiguity. 
Wrong: “‘The Committee for Constitutional Re- 
vision meeting opened with the national anthem.” 
Better: “‘The meeting of the Committee for Con- 
stitutional Revision opened ... " etc. Nouns 
used as adjectives can make possible ludicrous 
interpretations. Wrong: ‘‘Cleft-palate children 
should be treated by a cleft-palate expert.’’ Bet- 
ter: “Children with cleft palates should be treated 
by an expert in cleft palates.” 

G. Faulty modifiers. All modifying words, phrases 
and clauses should be so placed that they clearly 
modify the right word or words. 

1. Such modifiers as ‘“‘only,”’ ‘‘just,’’ ‘“‘even’’ and 
“*hardly”’ should be so placed that they do not 
modify the wrong words. Wrong: ‘He only 
wanted bread.’’ Better: “‘He wanted only 
bread.”’ 

2. A participle should accurately modify either 
a noun or a pronoun. Wrong: ‘‘Motoring down 
the highway, a sign said that it was five miles 
to Tolono.”’ Better: ‘“‘Motoring down the high- 
way, we saw a sign which said that it was 
five miles to Tolono.” 

3. A clause should join the noun it modifies 
Wrong: “The man was there who sold me my 
automobile.’’ Better: “‘The man who sold me 
my automobile was there.”’ 

The letters written in the margins of your paper refer 

to the letters alongside the comments below: 


AA Avoid the ambiguous ‘‘we.”’ You should always 
clearly state the antecendent of ‘‘we’’ so there is 
no doubt whether you mean ‘“‘we physicians,”’ “‘we 
obstetricians,”’ ‘“‘we Americans’ or “‘my associ- 
ates and I."" If you are reporting work done in 
conjunction with others, you may properly use 


October 1957—Vol 50, Number 10 





BB 


DD 


E 


<>) 


FF 


GG 


HH 


KK 


LL 


‘“‘we,”’ provided you make clear just who is rep- 
resented by ‘“‘we."’ But don’t say ‘‘we’’ when you 
mean “I or “our’’ when you mean “my.” 
“Biopsy” is an examination of tissue. Therefore 
one cannot properly speak of ‘taking a biopsy”’; 
one ‘‘takes a specimen for biopsy.” 


’ Do not say “‘case’’ when you mean “‘patient.”” A 


case is an instance of disease, the totality of 
the symptoms and of the pathologic and other 
conditions. A patient is the human being who is 
sick. 

A.M.A. editors prefer ‘‘ic’’ to “‘ical’’ endings on 
practically all medical and scientific adjectives, 
according to Fishbein, Medical Writing, Phila., 
Blakiston Co., 1950, pp. 86-89. Hence it is ‘‘bio- 
logic,”’ not “‘biological’’; “‘physiologic,”’ not “‘phys- 
iological’; ‘‘serologic,’’ not ‘‘serological’’;: ‘‘ana- 
tomic,”’ not “‘anatomical’’; etc 


~ The term “roentgen ray” is preferable to ‘‘x-ray,”’ 


the word “‘roentgenogram” to ‘‘x-ray”’ or “x-ray 
picture,’ according to Fishbein, p. 59. Except in 
references to the apparatus itself, it seems better 
to use variations of “‘roentgen’’ than those of 
“x-ray.” 

Do not say ‘“‘surgery”’ if you mean “surgical op- 
eration” or ‘“‘surgical intervention."’ It’s not good 
usage to say, “Surgery should be advised for this 
disease." Better: ‘Surgical operation should be 
advised for this disease." Dorland and other med- 
ical dictionaries define surgery as ‘a) that branch 
of medicine concerned with diseases requiring 
operative treatment; ‘b) a physician’s or sur- 
geon’s consulting room. 

Don’t say “‘pathology”’ if you mean ‘“‘pathologic 
change”’ or “pathologic condition."’ Dorland de- 
fines pathology as that ‘“‘branch of medicine which 
treats the essential nature of disease, especially 
of the structural and functional changes which 
cause or are caused by disease.”’ 

“‘Dose”’ and ‘“‘dosage’’ aren’t synonyms. Dosage 
is the administration of medicine in regular doses 
or the regulation and determination of the proper 
doses. The dose is the amount of a medicament to 
be administered at one time. 

Be consistent in tense throughout your paper, es- 
pecially in case reports and reviews of the lit- 
erature. Don’t skip from past to present tense 
without good cause. One can justify either past 
or present tense in case reports; whichever you 
use, use consistently. 

A summary should not merely DESCRIBE the 
paper. It should, as the term suggests, really 
SUMMARIZE—trecapitulate the major points. 
The title should not be so general that it fails to 
give the reader a clear idea of what the paper is 
about. It should be specific enough that a reader 
encountering it in a medical index will have some 
idea of the major theme of the paper. 

Long direct quotes—usually those of five or more 
typewritten lines—are typed single-space, indent- 
ed, without quote marks. The printer usually 
sets them, indented, in a face smaller than regu- 
lar body type. 
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PRESIDENT’S LETTER 





Someone has said “with statistics you can prove anything.” Another often heard 


statement is “one’s view point determines his opinion.” 


Recently in a national poll by columnist Roper it was reported that the public felt 
they were over charged for services most by the plumbers and secondly by the Medical 
Profession. One can immediately respond to one of the above premises, but I feel that 
the constant repetition of complaints of the cost of medical services is not without 
cause. In an analysis of the problem many factors pro and con can be assembled, such 
as the fact that the incidence of medical services are greater, they may effect the bread 
winner of the house or they may vary as to localities of the country. I have felt for 
sometime that a certain amount of criticism has arisen from the lack of understanding 
on the part of the patient or the patient’s family, not only as to what the charges wouid 


be, but also in understanding the amount of services that were rendered. 


I am therefore making an especial appeal that all of us in the Oklahoma Medical 
Association make a positive approach to this problem. Let us make it a rule that we 
do discuss our fees with our patients. Let us be informative in telling them of the ex- 
tent and the magnitude of our services and thereby letting them realize the time, en- 
ergy and mental application that good medical services entail, and lastly with a few 
moments of conversation, well spent create a spirit of mutual understanding and good- 


will. 





Deke [eta uv 


President 
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permits high dosage, 
more effective diuresis in more patients 


The low incidence of side action with 
Rolicton (brand of amisometradine) per- 
mits high dosage, extending the range of 
effective diuresis to a greater number of 
patients than was previously possible. 

Laboratory studies demonstrate that 
Searle’s new oral diuretic, Rolicton, 
Causes positive diuresis with an essen- 
tially balanced excretion of water, sodium 
and chlorides. 

Settel' studied the effect of Rolicton 
in forty-seven patients and found no 
serious side effects. Assali, who observed 
the action of Rolicton in five patients 
with severe toxemia of pregnancy, states* 
that side actions are essentially non- 
existent. Side actions of such low inci- 
dence, together with its diuretic efficacy, 
suggest a high order of usefulness for 
Rolicton. 

One tablet of Rolicton, b.i.d., is usually 
adequate to maintain patients free of 
edema after the first day's dosage of four 
tablets. Some patients respond well to 
one tablet daily. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the 
Service of Medicine. 


1. Settel, E.: Rolicton® (Aminoisometradine),a 
New, Nonmercurial Diuretic, Postgrad. Med. 


Normal glomerulus, showing arteriole 


27:186 (Feb.) 1957 musculature, glomerular epithelial 
2. Assali, N. S.: Personal communication, May podocytes, and “epitheloid’ muscle 
28, 1956. ells of vas efferens 
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Health Department Offers Asian Flu Diagnosis 


F. R. Hassler, M.D., Director of Labora- 
tories of the State Department of Health, 
announced recently that diagnostic labora- 
tory services are available to members of 
the medical profession for both ordinary and 
Asian influenza specimens. Serological and 
culture techniques are used in the State 
laboratory, which Doctor Hassler believes is 
the only one in the State that has the virus 
diagnostic procedure available. 


Specimens should be sent in care of Doc- 
tor Hassler to Division of Laboratories, 
Oklahoma State Department of Health, 3400 
North Eastern, Oklahoma City 5, Oklahoma. 


Collecting and Handling of Specimens 


For Serology: The quantity of blood de- 
sired is 7 to 10m] per specimen. This may 
be collected and shipped to the Laboratory 
in an ordinary Wasserman tube. The first 
serum sample (acute) should be taken not 
later than the fifth day of the disease and 
the second specimen (convalescent) at least 
seven days after onset, or about one week 
after the first specimen. 


For virus examinations, two specimens 
are required. For diagnosis it is necessary 
that the second specimen show an increase 
in titer (fourfold). A single specimen is of 
little diagnostic value. In the usual pro- 
cedures, both the acute and the convalescent 
specimen will be run together, at the same 
time, and reported together. 


For Virus Isolation: Pharyngeal washings 
are used. Optimally, the washings should 
be obtained while the patient is still febrile, 
during the first three days of illness. The 
patient should gargle two times with 10 to 
15ml of diluent. The diluent may be sterile 
broth, skimmed milk or distilled water. 


The diluent is placed in a small wide 
mouth sterile bottle for delivery to the Lab- 
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oratory. It should be delivered to the Lab- 
oratory within two hours or, if this is not 
possible, the specimen should be frozen and 
it is necessary that the specimen reach the 
Laboratory in a frozen state. If the speci- 
men cannot be delivered to the Laboratory 
within two or three hours, it should be 
frozen in dry ice. Specimens coming from 
a distance should be packed in an insulated 
container, frozen in dry ice, and sent by 
prepaid Mistletoe Express. Avoid sending 
specimens so they will reach the Laboratory 
on Sunday or Holidays. 


Results of Tests: Interpretation of sero- 
logic tests depends on an increase in titer 
as determined by the second specimen. Blood 
specimens will be run as soon as possible 
but both the acute and convalescent speci- 
men should be run at hte same time. In most 
instances, the acute specimen will be held 
until the convalescent specimen is received. 


Pharyngeal washings are cultured on 
chick embryo and these are available once 
a week. Reports will be made just as soon 
as possible but this will depend somewhat 
on the day of the week the specimen is re- 
ceived since the chick embryos are only 
available on certain days. 


Speaker for A.O.A. Fall 
Lectureship Announced 


Helen B. Taussig, M.D., assistant profes- 
sor of Pediatrics at Johns Hopkins Univers- 
ity, will deliver the Alpha Omego Alpha Fall 
Lectureship to be held at 8:30 p.m., Thurs- 
day, October 17, 1957, at the University of 
Oklahoma School of Medicine Auditorium. 


Doctor Taussig’s topic will be “Selection 
of Patients with Congenital Heart Disease 
for Surgery.” 
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International Society of Internal Medicine To Hold 
Fifth International Congress in Philadelphia 


Over 1,600 American physicians have 
joined the International Society of Internal 
Medicine during the past two months. This 
equals the number from all the other coun- 
tries of the world. Thus, with continuing 
accessions, more than 3,000 will be eligible 
to attend the Fifth Congress at Philadelphia, 
April 23-26, 1958. It is anticipated that a 
least 1,000 American and 400 overseas phy- 
sicians will be present. Many of the foreign 
visitors will also attend the Annual Session 
of the American College of Physicians at At- 
lantic City and the subsequent meetings of 
the Society of Clinical Investigation and the 
Association of American Physicians also at 
Atlantic City. Some will stay over for the 
World Gastroenterological Congress and the 
annual meeting of the American Gestroen- 
terological Association in Washington, D. C., 
May 24-31. Tours of the medical and scien- 
tific centers in the Far West, Mid-West, and 
along the Eastern seacoast will also be avail- 
able. 


Among the participants on the scientific 
program from other countries will be Pro- 
fessor Nanna Svartz of the Karolinska Hos- 
pital, Stockholm, Sweden, who was one of 
the founders of the International Society ; Sir 
Russel Brain, President of the Society and 
of the Royal College of Physicians of Lon- 
don; Dr. C. deLangen, Holland; Professor 
C. Jimenez-Diaz, Spain; Professor A. L 
Miasnikov, Russia; Professor R. M. Castex, 
Argentina; Dr. Otto Wegelius, Finland; 
Professor A. Floros, Greece; and many other 
distinguished physicians. Among the out- 
standing North American contributors to 
the program will be Dr. Charles H. Best, 
Professor of Physiology at the University 
of Toronto, co-discoverer of insulin; Dr. 
Philip S. Hench of the Mayo Clinic, Roches- 
ter, Minnesota, Nobel Prize winner and past 
president of the Arthritis and Rheumatism 
Foundation; Dr. Howard A. Rusk, Professor 
of Physical Medicine and Rehabilitation, 
New York University Bellevue Medical Cen- 
ter; Dr. Shields Warren, Professor of Path- 


ology, Harvard Medical School, Boston, 
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Member of the Medical Advisory Committee 
and formerly Director of Biology and Medi- 
cine of the Atomic Energy Commission; and 
Dr. Irving S. Wright, Clinical Professor of 
Medicine, Cornell University School of Med- 
icine, New York, past president of the 
American Heart Association. 


Entertainment features will include a re- 
ception at the Sheraton Hotel, a concert by 
the Philadelphia Orchestra, a banquet, and 
a luncheon at the University of Pennsyl- 
vania Museum. For the ladies there will be, 
in addition, a luncheon at the Philadelphia 
Museum of Art and a tour of the du Pont 
Gardens. Also for the foreigners, dinners in 
private homes will be arranged for one eve- 
ning. 


The Executive Committee of the Inter- 
national Society of Internal Medicine in- 
cludes as President Sir Russell Brain, Lon- 
don, England; as Secretary, Professor H. 
Ludwig, Basel, Switzerland; as Treasurer, 
Dr. E. Jacottet, Basel, Switzerland; also Sir 
Harold Boldero, London, England; Professor 
A. Gigon, Basel Switzerland; Professor C. 
Jimeniz-Diaz, Madrid, Spain; Professor L. 
Justin-Besancon, Paris, France; Dr. T. Grier 
Miller, Philadelphia, Pennsylvania; and Pro- 
fessor N. Svartz of Stockholm, Sweden. 


Dr. T. Grier Miller, President of the Fifth 
International Congress, has recently named 
the following as chairman and chairwoman 
of the local arrangements committee: Sym- 
phony Concert Committee, Dr. Alexander 
Rush; Special Entertainment Committee, 
Dr. Harrison F. Flippin; Banquet Commit- 
tee, Dr. David A. Cooper; Registration Com- 
mittee, Dr. Leandro M Tocantins; Women’s 
Entertainment Committee, Dr. Elizabeth K. 
Rose; Transportation Committee, Dr. Tru- 
man G. Schnabel, Sr. 

Dr. Edward L. Bortz, former President 
of the American Medical Association will 
serve as official representative of the Fifth 
International meeting of the College of Phy- 
sicians and Surgeons of South Africa, Sep- 


509 








tember 16-21, 1957. Dr. Bortz will also be 
the official Delegate of the American Col- 
lege of Physicians to the South African Con- 
gress. He, together with Sir Russell Brain, 
will seek to promote among those attending 
the meeting at Durban, an interest in par- 
ticipation in the Fifth International Con- 
gress. 


Dr. Leandro M. Tocantins, Chairman of 
the Registration Committee of the Congress, 
will serve in a similar capacity when he 
visits Brazil and Argentina from August 
23-September 7, 1957. He will meet with 
Pan-American representatives on the occas- 
ion of the celebration of the Tenth Annivers- 
ary of the Founding of the Hospital Dos 
Servidores Do Estado, Rio de Janerio, Brazil. 


Although additional funds are needed to 
cover administration costs, transportation 
services, publications and other general ex- 
penses, many generous contributions have 
already been received. The present sponsors 
include the American College of Physicians, 
the National Institutes of Health, the Na- 
tional Foundation of Infantile Paralysis and 
the Albert and Mary Lasker Foundation. 
Also, donations have been received from 
Burroughs Wellcome & Co., Inc., Hoffman- 
LaRoche, Inc., Johnson & Johnson, Eli Lilly 
& Co., the Merrell National Overseas Lab- 
oratories, Prize Laboratories, G. D. Searle 
& Co., Smith, Kline & French Foundation, 
The Upjohn Co., and the A. H. Robins Co. 


Those physicians in North and South 
America who wish to become members of 
the International Society of Internal Med- 
icine and to attend the Fifth International 
Congress of Internal Medicine, should re- 
quest application forms from Mr. E. R. 
Loveland, Secretary-General of the Fifth 
Congress, 4200 Pine St., Philadelphia 4, Pa. 
Dues are $5.00 for a two-year period. Phy- 
sicians in other countries should write to 
Professor H. Ludwig, 2, Med. Aberlung 
Burguspital, Basel, Switzerland. 


Anyone who wishes to participate in the 
program should send the title of his paper 
and a 200 word abstract, in triplicate, to Dr. 
Frank N. Allan, 605 Commonwealth Ave., 
Boston 15, Mass. 
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‘Investment’ and ‘Charter’ 


* Insurance Exposed 


The E] Paso Better Business Bureau in a 
recent bulletin ran the following article, 
heading it “A Few Life Insurance Com- 
panies ‘Gimmick’ the Buyers.” 


“We are going to give you the world with 
a fence around it” might be just as believ- 
able today as some of the sales pitches being 
used by some of the new Texas Insurance 
companies in the sale of “charter” and “in- 
vestment” type life insurance contracts. One 
agent recently represented that at the end 
of the fifth year the policy he was selling 
would return a dividend equal to the annual 
premium paid on a $25,500 policy and the 
agent went on to show that at the end of 
25 years, the policyholder would draw about 
$18,000 in dividends. If he let it ride, it 
might even go on to $70,000. 


Another agent is selling a combination 
inusrance policy and a mutual fund com- 
prised of insurance company stocks. The 
premiums on his policy are about $500 a 
year for 18 years on a $10,000 policy. Ac- 
cording to the agent this policy would be 
paid up in 18 years and the fund part would 
be worth $63,000... ‘Guaranteed’? Of course 
not, but by this time the buyer is so excited 
over how rich he is going to get he doesn’t 
even ask. 


These “charter life” and “investment”’ poli- 
cies are offered by some of the newer Texas 
life insurance companies in order that they 
might compete with the bigger and better 
known companies. 


Agents for these companies carry fancy 
charts to depict the performance record of 
some of the outstanding life insurance com- 
panies over past years. We recently sent 
photo copies of two charts used here to the 
companies whose records these charts were 
supposed to show. 


One chart showed that on a $5,000 face 
value “charter” contract with Kansas City 
Life Insurance Company costing the policy- 
holder $200 a year, Kansas City Life paid 
a dividend of $200 at the end of the seventh 
year of a 20-year contract. 


According to the chart, the dividend in- 
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NATIONAL HEALTH LEGISLATION 
A Summary of First Session Action Taken by 85th Congress 


Prior to adjournment on August 30, the 
85th Congress had received 441 bills con- 
cerning health and related legislation; a 
record number for a first session. Congress 
deferred action on most of them until the 
second session convenes on January 7, 1958. 
This was done for a variety of reasons such 
as a desire for more extensive hearings, 
economy, and, possibly an inclination to save 
some popular-appeal bills for next year. Or- 
dinarily, the second session is a more crucial 
one in that controversial issues important 
during election time are then considered. 


No action was taken during the first ses- 
sion on such important measures as U.S. 
aid to medical schools, health insurance for 
federal civilian employees, nor on a growing 
list of ideas for government paid hospitali- 
zation of O.A.S.I. beneficiaries. Authorities 
believe these subjects will receive consider- 
able attention in the forthcoming session. 


The interim report below summarizes all 
action taken on health measures up to ad- 
journment and lists significant bills that 
will be awaiting decisions in the second ses- 
sion. 


Health Legislation Enacted 

Doctor Draft Extension (P.L. 85-62)— 
Because the doctor draft was set to expire 
July 1, this was one of the first health meas- 
ures passed by the 85th Congress. It gives 
Selective Service authority until July 1, 1959 
(when both this amendment and the regu- 
lar draft expire) to call certain physicians 
up to age 35 for military service. Only 


creased each year and at the end of the 19th 
year, the premium was still $200 but the 
dividend was $560. No one could fail to be 
impressed by such a record. When contact- 
ed, the president of Kansas City Life stated 
they had never offered a “charter” policy 
like the chart indicated. The company did 
issue a “board” contract in 1905 and 1906 
and such a policy would be illegal in Texas 
today. 


A similar denial was made by the Boston 
Mutual. 


October 1957—Volume 50, Number 10 


those under age 35 with obligations under 
the regular draft and who have been de- 
ferred for any reason may be called. De- 
fense Department, meanwhile, says it is 
getting enough medical school graduates as 
reservists to preclude use of the new law 
at this time. 


Medical Research (P.L. 85-67 )—Another 
early enactment was the fiscal 1958 budget 
for the Department of Health, Education, 
and Welfare. Congress voted $2,503,130,381 
for all HEW programs, including record 
high totals for medical research through the 
National Institutes of Health. Congress can 
—and in all likelihood will—receive requests 
from the administration for additional mon- 
ey during the current fiscal year through a 
deficiency appropriation. 





Vendor Medical Payments (P.L. 85-110) 
—This law is intended to resolve some prob- 
lems arising out of the social security amend- 
ments of 1956 with particular reference to 
vendor medical payments for public assist- 
ance recipients. Under P.L. 110, states are 
given the choice of either (a) using federal 
funds for vendor medical payments within 
the $60 a month per recipient maximum or 
(b) establishing a single medical vendor 
payment financed by federal funds which 
were set by a 1956 law at one-half of $6 a 
month per adult and one-half of $3 per child, 
to be matched by states. States also can 
continue to make direct payments to recipi- 
ents for medical and subsistence expenses. 


Disability Freeze Extension (P.L. 85-109) 
—Under this law, a new deadline of July 1, 
1958, is established for disabled persons cov- 
ered under social security to apply for full 
retroactivity under the disability freeze 
passed in 1954. Applications filed by next 
July will allow workers to count the full 
period of disability provided they were eli- 
gible for disability benefits at the time the 
disability was incurred. After next July 1, 
any period of disability established for a 
worker cannot begin earlier than one year 
before the application is filed. 


Indian and Non-Indian Hospitals (P.L. 85- 
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151)—At the urging of some Western mem- 
bers of Congress, P.L. 151 was enacted to 
authorize federal funds to help build non- 
profit or public hospitals and diagnostic or 
treatment centers on or near Indian reserva- 
tions; the extent of federal contribution will 
be determined by the percentage of care 
given eligible Indians. The facilities have to 
agree to care for both Indians and non-In- 
dians. 





Vocational Rehabilitation Traineeships 
(P.L. 85-198)—This measure extends from 
two to three years the maximum period of 
time over which the federal government can 
pay for partial financing of traineeships in 
physical medicine and rehabilitation. It 
amends the Vocational Rehabilitation Act 
which was expanded in the 84th Congress. 


Vocational Rehabilitation Planning (P.L. 
85-213)—This amends the Vocational Re- 
habilitation Act by extending the time fed- 
eral funds may be used for planning, pre- 
paring and initiating expansion of programs 
in the states. Congress was asked to act 
when the July 1 deadline approached with 
considerable unexpended funds on hand. 


Codification Veterans Laws (P.L. 85-56) 
—Without making any substantative changes 
in existing law, this Congress brought into 
a single code all veterans benefit laws, in- 
cluding those providing for hospital and 
medical care. Some of the laws date back 
30 years. 


Poultry Inspection (P.L. 85-172)—Under 
this law, federal inspection of poultry moved 
in interstate commerce becomes compulsory. 


Military Nurses Incentives (P.L. 85-155) 
—lIn line with earlies efforts to make careers 
in the military more attractive, Congress 
passed this law improving career prospects 
for military nurses by making more and 
higher ranks available. 


Pulmonary Tuberculosis (H.R. 1264)— 
The bill declaring veterans suffering from 
active pulmonary tuberculosis to be perman- 
ently and totally disabled for pension pur- 
poses while hospitalized passed the House, 
but is pending in the Senate Finance Com- 
mittee. 


512 





Hearing Held But No Further Action Taken 


Bricker Amendment (S.J. 3)—The long- 
standing proposed amendment to the Con- 
stitution by Senator Bricker (R., Ohio) lim- 
iting the domestic effect of treaties and 
other international agreements. 


Civil Aviation Medicine (S. 1045)—Would 
establish in the Civil Aeronautics Adminis- 
tration an Office of Civil Aviation Medicine 
along with a Medical Research Institute. 


Welfare-Pension Plans Registration (S. 
1122, S. 2888)—Provide for registration, 
reporting and disclosure of employee wel- 
fare and pension benefit plans. Both House 
and Senate Committee hearings held and 
some action expected next session. 


Highway Safety (S. 1292)—Hearings in 
House but not on any specific bills. Pro- 
posals include compulsory installation of 
safety belts. 


OVR Pilot Center (S. 2068)—Would give 
the Office of Vocational Rehabilitation au- 
thority to use federal funds for construction 
of facilities for a pilot rehabilitation center 
in the Washington area. 


Non-service-connected Care (H.R. 58)— 
Would impose added requirements on vet- 
erans with non-service connected disabili- 
ties seeking hospitalization or domiciliary 
care in VA facilities. 


Barbiturates Control (H.R. 503 & others) 
—Regulate the manufacture, distribution 
and possession of habit-forming barbiturate 
and amphetamine drugs, and provides for 
registration and record-keeping, but with 
doctor exempted. 


Department of Civil Defense (H.R. 2125 
& others)—Establish a new executive De- 
partment of Civil Defense which would have 
supremacy over the military in times of dis- 
aster in certain areas. 





Salary Rise for V.A. Doctors (H.R, 6719) 
—Increases salaries of medical personnel in 
VA, and also raises optometrists to the level 
of physicians for purposes of pay. 
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Chemical Additives (H.R. 6747 & others) 
—Require pre-testing of many chemical ad- 
ditives to be used in food processing and 
marketing. The House has held extensive 
hearings on this subject. 


Grants-in-Atd-Study (H. Res. 312)—Pro- 
vides for a Select Committee of the House 
to study federal grants-in-aid to state and 
local governments, and other groups. It got 
as far as House Rules Committee approval. 


Advisory Group for Blind (H.R. 8427)— 
Establishes a temporary National Advisory 
Committee for the Blind. 


Bills Still in Committee; No Hearings Held 


Hospitalization for Aged (H.R. 9467, 9448 
& others)—Various bills provide through 
different approaches a certain number of 
days of free hospitalization each year for 
Old Age and Survivors Insurance recipients 
and beneficiaries, some bills also would pay 
in-hospital surgical and medical care costs. 


Compulsory Health Insurance (S. 844, 
H.R. 3764)—A 1957 version of the old and 
rejected national compulsory health insur- 
ance measures of 1948, the sponsors being 
Senator Murray (D., Montana) and Rep. 
John Dingell, Jr. (D., Mich.). 


Liberalizing OASI Coverage (S. 173 & 
others)—These measures would liberalize 
the age and coverage requirements in the 
OASI disability program. 


OASI Coverage for Doctors (H.R. 8883) 
—Physicians would be brought under Social 
Security on a compulsory basis 


Jenkins-Keogh Plan (H.R. 9 and 10)— 
Defer federal income taxes on portions of 
earnings of the self-employed for the pur- 
chase of retirement plans. 


OASI Tax Increase (H.R. 7669)—In- 
creases the wage base from the present $4,- 
200 to $6,000 in computing the OASI tax. 


Federal Workers Health Insurance (S. 
2339 & others)—Provide for a voluntary, 
contributory health insurance program for 
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federal employees and their dependents, both 
basic and major medical coverage. 


Overseas Federal Medical Care (H.R. 
6141)—Provides health and medical serv- 
ices for U.S. civilians overseas who are em- 
ployed in government jobs, and also would 
cover their dependents. 


Federal Medical School Aid (H.R. 6874)— 
Authorizes federal grants to medical schools 
and research facilities for construction of 
classrooms and laboratories for teaching. 


National Radiation Institute (S. 1228 and 
H.R. 4820)—Establish a National Radiation 
Health Institute within the National Insti- 
tutes of Health. 


Lobbying Amendments (S. 2191)—Would 
rewrite regulations covering lobbyists and 
lobbying in Congress. 


Federal Loans to Hospitals (H.R. 1979) 
—For those hospitals interested in construc- 
tion loans rather than Hill-Burton grants, 
these bills would authorize long-term gov- 
ernment loans. 


Reinsurance (S. 1750 and H.R. 6506)— 
Permit pooling by various insurance com- 
panies without regard to the anti-trust laws 
for purpose of encouraging new experiments 
in health insurance coverage. 


Aid for the Aged (H.R. 383 and others)— 
Authorize grants for studies and projects 
for the aged. 


Federal Advisory Health Council (H.R. 
2435 & others)—Establish a Federal Ad- 
visory Council on Health, as recommended 
by the Hoover Commission. 





Longshoremen’s Act (H.R. 7303 and S. 
2400) — Amend the Longshoremen’s and 
Harbor Workers Compensation Act so that 
injured workers can select their own phy- 
sician and hospital. 


Labeling for Household Use (H.R. 7388 


& others)—Regulate the labeling of hazard- 
ous substances intended for household use. 
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County Societies To Participate 
In Civilian Defense Conference 


The Council on National Defense, Ameri- 
can Medical Association, is sponsoring the 
eighth annual conference of the County Med- 
ical Societies Civil Defense Organization. 
The conference will be held at the Morrison 
Hotel, Chicago, Illinois, on November 9-10, 
1957. These yearly conferences are primarily 
arranged to inform and otherwise assist 
medical and health personnel to plan for 
their respective roles in disaster situations. 
Individuals are provided the opportunity 
during the conference to discuss and ex- 
change information concerning emergency 
medical activities and to participate in work- 
shop sessions dealing with civil defense af- 
fairs. 


The conference program this year is spe- 
cifically planned to acquaint individuals at 
local medical and health group levels with 
the results and recommendations of several 
operational test exercises which have been 
conducted under simulated disaster condi- 
tions. One of the features of the confer- 
ence is comprehensive report on “hurricane 
Audrey 1957.” 


The conference group is self-supporting. 
As in the past, a $12.00 registration fee is 
charged to defray the costs of the two 
luncheons and other administrative expenses 
of the conference. Individuals planning to 
attend the conference are urged to mail 
their registration cards and fees promptly. 
This alone will be most helpful and will fa- 
cilitate the completion of arrangements for 
the conference. 


The Morrison Hotel, 79 W. Madison 
Street, Chicago, has set aside a block of 
rooms for the convenience of conferees. In- 
dividuals are urged to contact the hotel di- 
rectly for reservations, making mention of 
the conference. 


Those desiring additional information 
about the conference are requested to con- 
tact Mr. Frank W. Barton, Secretary, Coun- 
cil on National Defense, American Medical 
Association. 535 N. Dearborn Street, Chi- 
cago 10, Illinois. 
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Sister Kenny Foundation 
Announces Scholarship 


The Sister Elizabeth Kenny Foundation 
announces a continuance of its post doctoral 
scholarships to promote work in the field of 
neuromuscular diseases. These scholarships 
are designed for scientists at or near the 
end of their fellowship training in either 
basic or clinical fields concerned with the 
broad problem of neuromuscular diseases. 


Kenny Foundation Scholars will be ap- 
pointed annually. Each grant provides a 
stipend of from $5,000 to $7,000 a year for 
a five-year period, depending upon the 
Scholar’s qualifications. Candidates from 
medical schools in the United States and 
Canada are eligible. 


Inquiries concerning details should be 
sent without delay to: Dr. E. J. Huenekens, 
Medical Director, Sister Elizabeth Kenny 
Foundation, 2400 Foshay Tower, Minneap- 
olis 2, Minnesota. 





CREDIT SERVICE 


330 American National Building 
Oklahoma City, Oklahoma 


xx*«rk 


We offer a dignified and effective collection service 
for doctors and hospitals located anywhere in the 
State. Write for information. 


xx*rk 


Members of: 
American Collectors Association 
and 
National Association of Medical-Dental Bureaus 


xx 


a¢ YEARS 


Experience in Credit and 
Collection Work 


Robt. R. Sesline, Owner and Manager 
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HILLCREST MEDICAL CENTER 
1653 Eost 12th St., Tulsa, Oklo. 


Lectures in Basic Science Given by Faculty Mem- 
bers of the University of Oklahoma School of Medicine. 


Oct. 22—Heart Function: cardiac reserve, A. N. Tay- 
lor, Lecturer. 


Nov. 12—Common Spinal Pathways, G. H. Daron, 
Lecturer. 


Nov. 26—Cerebellar Structures and Function, G. H. 
Daron, Lecturer. 


Dec. 10—Autonomics: Structure and Function, G. H. 
Daron, Lecturer. 


Dec. 17—Central Autonomic Function as related to 
common medical diseases, C. G. Gunn, Lecturer. 


Jan. 14—Sympathetic and Parasympathetic Drugs, 
P. W. Smith, Lecturer. 


Jan. 28—Newer Brain Drugs and their Relation to the 
Hypothalamus, C. G. Gunn, Lecturer. 


Feb. 11—New Sedatives: Narcotics and Narcotic Anta- 
gonists, A. A. Hellbaum, Lecturer. 


Feb. 25—Common Metabolic Pathways, A. T. Bever, 
Lecturer. 


Mar. 11—Anticoagulants, E. G. Larsen, Lecturer. 


Mar. 25—Estrogens and androgens, A. T. Bever, Lec- 
turer. 


April 9—Adrenal Steroids; Aldosterenism, R. W. 
Payne, Lecturer. 


April 30—Thyroid: Recent Advances in Diagnosis and 
Treatment, R. W. Payne, Lecturer. 


May 13—Pulmonary Function, M. T. Lategola, Lec- 
turer. 

May 27—Basic GI Phisiology, J. W. H. Smith, Lec- 
turer. 

June 10—Physiological Basis of Liver Function Tests, 
E. G. Larsen, Lecturer. 

June 24—Alimentary Reserve: the malabsorption 
syndrome, J. W. H. Smith, Lecturer. 


Grayson County Medical Society's Second 
BLACKFORD MEMORIAL LECTURESHIP 
Denison, Texas 
November 5, 1957 


Guest speakers for the second Blackford Memorial 
Lectureship will br Dr. Conrad G. Collins, Professor 
of Obstetrics and Gynecology, New Orleans, Louisi- 
ana; Dr. J. R. Maxfield, Jr., Radiologist, Dallas, 
Texas; Dr. C. M. Pomerat, Anatomist, Galveston, 
Texas; and Dr. Edgar J. Poth, Professor of Surgery, 
Galveston, Texas. 
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OMAHA MID-WEST CLINICAL SOCIETY 
POST GRADUATE STUDY 
November 4, 5, 6, 7, 1957 
Sheraton-Fontenelle Hotel, Omaha, Nebraska 


The Omaha Mid-West Clinical Society will sponsor 
a four-day Annual Assembly of Postgraduate Study 
on November 4-7, 1957, at the Sheraton-Fontenelle 
Hotel in Omaha, Nebraska. 


There will be twelve guest speakers, informal dis- 
cussions following luncheons and dinners, scientific 
exhibits, scientific motion pictures, and technical ex- 
hibits. There will be 38 lectures by faculty members 
of the University of Nebraska College of Medicine and 
of Creigton University School of Medicine plus four 
panel discussions. 


The Assembly is approved for Category I credit by 
the American Academy of General Practice; the reg- 
istration fee is $7.50. 


For further information write James J. O'Neil, 
M.D., Director of Clinics, 1031 Medical Arts Bldg.., 
Omaha, Nebraska. 


Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
SHORT COURSE SERIES 


Oct. 9—Pediatrics—Obesity in Childhood 

Nov. 13—Surgery—Biliary Tract Disease 

Dec. 11—Medicine—Problems in Pulmonary Diseases 

Jan. 8—Pediatrics—Growth Failure. 

Feb. 12—Surgery—Urology Symposium and C. B. Tay- 
lor Lectureship. 

Mar. 12—Medicine—Pathogensis and Treatment of 
Anemia. 

April 9—Anesthesiology—Anesthesia for the Part-Time 
Anesthetist. 

May 14—Pediatrics—Pediatric Allergy. 

June 11—Surgery—Surgical Diagnosis and Problem 
Clinic. 

The courses are designed so physicians may attend 
four hours of formal instruction in the above fields 
while spending only one-half day from their office. 
This series is approved for credit by the Oklahoma 
Academy of General Practice. 

Time 3:30 to 8:30 p.m. the second Wednesday of 
each month. 

Place: Room 120, Medical School Building. 

Registration: $3.50 per session; $25 for the entire 
series includes dinner, Hospital Cafeteria. Mail regis- 
tration to office of Postgraduate Instruction, Univers- 
ity of Oklahoma Medical Center, Oklahoma City 4, 
Oklahoma. 
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AMERICAN COLLEGE OF SURGEONS 
Sectional Meeting 


Statler Hilton Hotel Dallas, Texas 


JANUARY 9-11, 1958 


Dr. Frank H. Kidd, Jr., and a Committee of Dallas 
Surgeons have planned a well-balanced program of 
interest to general surgeons as well as_ surgical 
specialists. Subjects range from Chemopallidectomy 
for Parkinson’s Disease to Bomb Phenomenology. 


All members of the medical professjon are invited 
to attend. 


Sectional meetings of the American College of 
Surgeons draw on surgeons of outstanding ability to 
discuss problems encountered in daily practice, and 
to disseminate information about new techniques. 
sefulness is the keynote to all College programs, 
which are planned by local committees answering 
the needs of doctors withjn the meeting area. Panels, 
symposia, papers, medical motion pictures, and ques- 
tion and answer periods characterize the meetings. 


Two new features are scheduled for each Sectional 
Meeting this year: a Fellowship Luncheon, at which 
a panel of College officials will answer questions 
about the entire program of College activitjes, and 
in turn, pose questions to the audience; and a social, 
rather than scientific, dinner meeting to which pro- 
gram participants, visiting surgeons, wives and other 
guests are cordially invjted for an informal and 
pleasant evening of entertainment. 


First Oklahoma Colloquy on 
ADVANCES IN MEDICINE 
February 6, 7, and 8, 1958 


The first Oklahoma Colloquy on Advances in Med- 
icine will be held February 6, 7, and 8, 1958. The 
meeting will be devoted to problems on Fluid, Electro- 
lyte and Nutritional Balance and is under joint spon- 
sorship of the Department of Medicine, University of 
Oklahoma, Division of Postgraduate Education, Uni- 
versity of Oklahoma and the Baxter Laboratories. 


Eight nationally prominent investigators in this 
field will participate and present the results of orig- 
inal work from their laboratories. Among the guest 
speakers will be Dr. Curtis Artz, Associate Professor 
of Surgery, University of Mississippi; Dr. Ronald 
Cooke, Chairman, Department of Pediatrics, Johns 
Hopkins School of Medicine; and Dr. J. Russell Elkin- 
ton, Associate Professor of Medicine, University of 
Pennsylvania. 


Registration is open to all physicians. Further in- 
formation may be obtained by writing to the Division 
of Postgraduate Education, University of Oklahoma 
School of Medicine, Oklahoma City, Oklahoma. 
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Fourth Annual Meeting, Red Valley Section 
OKLAHOMA CHAPTER, AMERICAN ACADEMY OF 
GENERAL PRACTICE 
Sunday, October 20, 1957 
Lake Murray Lodge, Ardmore 


Carrol M. Pounders, M.D., Professor of Pediatrics 
1. ‘Preventive Allergy in Pediatrics” 


2. ‘‘Fevers of Undetermined Origin in Infants and 
Children.”’ 


Gerald Rogers, M.D., Clinical Professor of Gynecology 
1. “Surgical Treatment of Post-Operative Vesico- 
Vaginal Fistula’’ 


2. ‘‘Adeno-Genital Syndrome’”’ 


DIABETES WEEK 


(Centinued from Page 482) 


Association for the past several years, it has 
been a great source of pleasure to learn of 
the gradual success which physicians have 
met in connection with lowering the per- 
centage of complicated diabetes in the hos- 
pitals and in their offices and, as a member 
of that committee and as chairman of the 
state committee and of the Oklahoma Coun- 
ty Medical Association committee on Dia- 
betes Detection and Education, it is again 
my pleasure to call to your attention this 
splendid program for November 17 to 23, 
1957, and solicit your earnest cooperation. 


May we as physicians be more diligent in 
the performance of frequent urinalysis 
and blood sugars and may we also not forget 
to instruct our diabetic patient that other 
members of the family are much more likely 
to have diabetes than those who do not have 
it in their families. Also watch the ever- 
weight and over forty patients carefully for 
diabetes and last, but not least, make a spe- 
cial effort to remind the diabetic who has 
strayed from his diabetic management and 
warn him to the effect that he is subject to 
the same complications as the unknown dia- 
detic who is entirely untreated. 


Joslin has said, “There is enough knowl- 
edge today for the adequate treatment of 
diabetes, but it needs more general and more 
intense application and the development in 
the patient for a deeper sense of his own re- 
sponsibility for his care.”—Hugh Jeter, M.D. 
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Second Councilor District 
Holds Meeting in Cushing 


Cushing was the site of the Second Coun- 
cilor District’s Annual dinner meeting, Sep- 
tember 17. A record number of physicians 
and their wives attended the event which 
was held in the Hotel Cushing. 


Each year, this area meeting represents 
the first fall meeting for the three County 
Medical Societies comprising the District. 
Counties represented were Kay, Noble, 
Payne, Pawnee and Osage. 


Special Guests 


Special guests for the evening were John 
Flack Burton, M.D. and Doctor and Mrs. 
John Powers Wolff of Oklahoma City and 
Mrs. Iron H. Nelson, Tulsa. Doctor Burton 
is President of the Oklahoma State Medical 
Association, Mrs. Wolff is President of the 
Woman’s Auxiliary to the O.S.M.A. and 
Mrs. Nelson is President-Elect of the Aux- 
iliary group. 


Doctor Burton, the principal speaker of 
the evening, talked to the group on the de- 
velopment of commercial health insurance 
and voluntary pre-paid health programs, 
pointing out the physician’s role in these 
changing economic concepts of providing 
health care. 


Doctor Gardner Honored 

C. C. Gardner, M.D., Ponca City, was 
honored with the presentation of a Life 
Membership in the state organization. Due 
to illness, Doctor Gardner was unable to be 
present and his longtime friend Robert B. 
Gibson, M.D., Ponca City, accepted the 
award. 


Powell E. Fry, M.D., Stillwater, Councilor 
for the Second District, presided during the 
program. He was assisted in arranging the 
meeting by J. W. Murphree, M.D., Vice- 
Councilor from Ponca City. Clifford M. 
Bassett, M.D., Cushing, was in charge of 
local arrangements. 
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TOP—Robert B. Gibson, M.D., receives the Life Mem- 
bership Certificate in behalf of his longtime friend 
Cc. C. Gardner, M.D. BELOW—John Flack Burton, 
M.D., President of the Oklahoma State Medical Asso- 
ciation was principal speaker of the evening 


O.S.M.A. To Host Medical Students 


On October 14, the officers and councilors 
of the Oklahoma State Medical Association 
will be hosts to the University of Oklahoma 
Chapter of the Student American Medical 
Association at a dinner meeting in Okla- 
homa City. Approximately 350 students and 
physicians are expected to attend the meet- 
ing which will be held at the Hillcrest Coun- 
try Club. 

Principal speaker for the evening will be 
John Flack Burton, M.D., President of the 
O.S.M.A. who will talk on the future of 
medicine and stress the important role to be 
played by organized medicine in the years 
to come. 

Rounding out the indoctrination theme, 
descriptive information pertaining to the 
function and services of both the A.M.A and 
O.S.M.A. will be distributed. 


As an innovation to previous meetings, 
preceptors and students from all over the 
state have been invited to attend in addi- 
tion to the medical students currently re- 
siding in Oklahoma City. 
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KENNETH McFARLAND, Ph.D., nationally known 
lecturer and speaker, will be guest speaker at the 
Oklahoma County Medical Society Dinner on Mon- 
day. Doctor McFarland who makes his home in To- 
peka, Kansas, is consultant for General Motors and 
the American Trucking Association. On Tuesday eve- 
ning, there will be a social hour followed by nine 
specialty group dinners. Wednesday evening, to 
climax the three day conference, the annual dinner- 
dance sponsored by the Oklahoma City Chamber of 
Commerce will be held. 


Oklahoma City Clinical Society 
Schedules 27th Annual Meeting 


The Oklahoma City Clinical Society will 
open it’s twenty-seventh annual three day 
conference at the Biltmore Hotel on October 
28, 1957. 


An outstanding program of postgraduate 
teaching has been arranged. This includes 
lectures and discussions by fiteen distin- 
guished guest speakers selected from various 
medical and teaching centers throughout the 
nation. In addition to the general assemblies 
there will be specialty lectures, a clinical 
pathologic conference, and daily luncheon 
roundtable question and answer sessions. 


The Conference has been approved for 
credit under category I by the American 





A.M.A. Public Relations 
- Institute Held in Chicago 


The 1957 American Medical Association 
Public Relations Institute was held August 
28 and 29 at Chicago’s Drake Hotel. The 
attendance was exceptional with total reg- 
istration of 402. Representing Oklahoma 
were: E. C. Mohler, M.D., President-Elect 
of the Oklahoma State Medical Association 
of Ponca City; A. T. Baker, M.D., of Durant 
who is on the Public Policy Committee; Dick 
Graham, Executive Secretary, Alma O’Don- 
nell and Leona Duncan of the Oklahoma 
County Medical Society, and Jack Spears of 
Tulsa County Medical Society. 


The entire morning of the first day was 
devoted to two panel discussions covering 
problems of science writers and the work- 
ing press, and problems involving release of 
stories by medical schools and pharmaceuti- 
cal companies. Eleven persons, including 
two prominent newspaper science writers 
and one magazine writer, took part. 


The afternoon was devoted to individual 
public relations problem-solving sessions 
covering both large and small state medical 
societies, and county medical societies with 
and without executive secretaries. 


Sessions the next day dealt with grievance 
committees and their work, medical legis- 
lation, and professional liability. 


Academy of General Practice. Registration 
fee for Association Members is $20.00 which 
includes all features of the meeting. 


The Clinical Society officers are: Her- 
man Fagin, M.D., President; Charles Hugh 
Wilson, M.D., Director of Clinics; Ralph A. 
Smith, M.D., Vice-President; Vernon D. 
Cushing, M.D., Secretary; and Thomas C. 
Points, M.D., Treasurer. 


A cordial invitation is extended to all phy- 
sicians who are members of their County 
Medical Societies to attend this meeting 
from October 28th through October 30th. 


For further information write Mrs. Alma 
O’Donnell, 508 Medical Arts Bldg., Okla- 
homa City. 
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DOCTOR 
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For the purpose of continuous improvement of your STATE MEDICAL JOURNAL — in 
reading content — original articles, editorials, news, economics and other subjects 
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few moments to fill in and return this questionnaire. 
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INTRAVENOUS Compatible with common 
IV fluids. Stable for 24 hours in 
solution at room temperature. Aver- 
age IV dose is 500 mg. given at 12 
hour intervals. Vials of 100 mg., 
250 mg., 500 mg. 


THERAPEUTIC BLOOD LEVELS ACHIEVED 


Many physicians advantageously use 
the parenteral forms of ACHROMYCIN 
in establishing immediate, effective 
antibiotic concentrations. With 
ACHROMYCIN you can expect prompt 
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INTRAMUSCULAR Used to start a pa- 
tient on his regimen immediately, 
or for patients unable to take oral 
medication. Convenient, easy-to-use, 
ideally suited for administration 
in office or patient's home. Supplied 
in Single dose vials of 100 mg., (no 
refrigeration required). 
uf 
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IN MINUTES -- SUSTAINED FOR HOURS 


control, with minimal side effects, 
over a wide variety of infections - 
reasons why ACHROMYCIN is one of to=- 
day's foremost antibiotics. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK e> 
*R U.S. Pot. Off. 








Medical Lobbying Costs 
Sketched for Second Quarter 


Congress continues to publish expendi- 
tures of registered lobbyists. Yet these fig- 
ures lack real meaning, either comparative- 
ly or in the absolute, because—among other 
reasons—of variations employed in the pro- 
rating lobbying costs. It is highly question- 
able, for example, that in the second quarter 
of 1957 the nursing lobby was more than 
six times as active as the optometric lobby, 
although A.N.A. expenditures in this three- 
month period were $3,233.44 and A.O.A.’s 
were an even $500, according to reports 
filed by the associations in compliance with 
National Lobbying Act. 





American Medical Association and Amer- 
ican Hospital Association were not far apart 
in their lobbying expenditures, $12,244.03 
and $11,289.08, respectively. Alabama State 
Medical Association attributed $2,725 to 
lobbying expenses; Health Insurance Asso- 
ciation of America, $318.36, and American 
Osteopathic Association $482.37. 


Individuals filing financial reports for 
the April-June quarter included Washington 
representatives of A.M.A., A.H.A., A.N.A., 
Civil Aviation Medical Association, Ameri- 
can Osteopathic Association, Western Med- 
ical Corporation, National Chiropractic In- 
surance Company. 


Oklahoma City, Norman 
To See A.M.A. Exhibit 


One of the most popular exhibits at the 
Association-Sponsored Cavalcade of Health 
is being brought back to Oklahoma for 
special showings in the Oklahoma City High 
Schools and at the University of Oklahoma, 
Norman. “Life Begins,’ an A.M.A. exhibit 
portraying the story of human reproduction, 
has been scheduled for a return appearance 
November 11 through November 26. 


Oklahoma City School Officials are mak- 
ing arrangements to display the exhibit in 
all highschools of the area and James O. 
Hood, M.D., Director of the Student Health 
Service at the University of Oklahoma plans 
to place it on exhibition at the Student Union 
Building on the campus. 
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A.M.A. Plans Clinical Meeting 


The birthplace of American independence 
—Philadelphia—will be the scene of the 
American Medical Association’s 11th Clin- 
ical Meeting December 3-6. Center of activi- 
ties will be Convention Hall where scientific 
exhibits, color television, motion pictures, 
technical exhibits and scientific lectures will 
be presented “under one roof.” Headquart- 
ers for the House of Delegates will be the 
Bellevue-Stratford Hotel. 


Highlights of the three-and-a-half day 
convention geared especially for the nation’s 
family doctors include: (1) Special trans- 
atlantic conference between distinguished 
physicians in London and Philadelphia on 
“Advances in Chemotherapy of Cancer” via 
two-way telephone at 3 p.m. EST Wednes- 
day; (2) Complete color television schedule 
of surgical demonstrations emenating from 
Lankenau Hospital; (3) Motion picture pro- 
gram daily plus a special session Tuesday 
evening; (4) Exhibits featuring a _ well- 
rounded program and special displays on 
the history of medicine in the Philadelphia 
area, fractures and manikin demonstrations 
on problems of delivery; (5) Panel discus- 
sions on cardiovascular disease, cancer, 
emotional problems of menopause, hyper- 
tension, diabetes, arthritis, traumatic in- 
juries; (6) The General Practitioner of the 
Year Award to be preesnted by the Ameri- 
can Medical Association to an outstanding 
family doctor. 


Safety Belts Favored 


The House Interstate subcommittee on 
Traffic Safety has come out in favor of 
safety belts for the motoring public, provid- 
ed the belts are properly manufactured and 
installed. The group, headed by Rep. Ken- 
neth Roberts (D., Ala.), made no sugges- 
tions for any legislation, however. It stated: 
“The subcommittee feels that if the public 
has the opportunity to review the facts, it 
will recognize the great safety value in us- 
ing a seat belt.” A number of medical wit- 
nesses testified at hearings in the last ses- 
sion. 
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Health Insurance Coverage 
Continues To Grow 


Voluntary health insurance against costs 
incurred through sickness and accident con- 
tinues to spread its protective coverage over 
more and more Americans. 


The Health Insurance Institute, taking a 
forward look to year-end growth figures, 
predicts that by December 31, 1957 over 123 
million people in the U.S. will be protected 
by some form of health insurance designed 
to help pay hospital, doctor or other medical 
care bills. This represents close to 75 per 
cent of the total U.S. civilian population. 


Breaking down the national totals on 
health insurance coverage for 1957, an es- 
timated 109 million persons will be covered 
for surgical expenses, 74 million will have 
regular medical expense protection, 13 mil- 
lion will be insured against major medical 
expenses, and 43 million for loss of income 
coverage, in addition to the 123 million pro- 
tected against the cost of hospital bills. Big- 
gest growth in the type of coverage in recent 
years has been major medical expense in- 
surance which helps to absorb the cost of 
serious, or catastrophic, illness. 


Health insurance today covers more peo- 
ple than any other single type of insurance 
in force, the Institute reports. 


Total health insurance benefits paid out 
this year by insurance companies, Blue 
Cross-Blue Shield and miscellaneous plans, 
will amount to an estimated $4.2 billion, as 
compared to $3.6 billion in 1956, the Insti- 
tute said. This accounts for a major contri- 
bution to the nation’s over-all medical bill. 


The Health Insurance Institute is the cen- 
tral source of information for the nation’s 
insurance companies, serving the public 
through voluntary health insurance. 


Tulsa Doctor Wins Tournament 


E. Malcom Stokes, M.D., Tulsa obste- 
trician and gynecologist, took top golfing 
honors at the Annual Physicians and Den- 
tists Golf Tournament of the Tulsa County 
Medical Society on September 18, 1957, at 
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Ways and Means Committee 
Details Plans for Tax Hearings 


Nearly four months before it begins hear- 
ings, the House Ways and Means Committee 
has outlined in detail plans for an election- 
year study of taxation problems. Included 
on the agenda is the Jenkins-Keogh proposal 
for tax deferement until retirement of funds 
paid into annuity plans. The American Med- 
ical Association has joined with an inter- 
professional group, the American Thrift As- 
sembly, in advocation passage of such legis- 
lation. 


Committee Chairman Jere Cooper makes 
these points: (1) Because of the “extremely 
limited time available,” tax hearings will 
be held to the period from January 7, the 
day Congress reopens, to February 7, (2) 
three broad areas will be studied—income 
taxes, estate taxes and gift taxes, (3) in 
order to keep down the number of witnesses, 
groups should combine and coordinate their 
presentations, and (4) written statements 
should be submitted to the committee by De- 
cember 15. Mr. Cooper says the burden of 
taxation on citizens is heavy and that it is 
his hope that some relief can be achieved 
next year as a result of the hearings and 
study. 


Tulsa Country Club. 

It was the fourth consecutive year that 
Doctor Stokes had won the tournament. 
Last year he retired the Doctor W. Albert 
Cook Trophy. This year he won his own 
trophy! 


William A. Waters, M.D., was runner-up, 
winning the Doctor H. D. Murdock Trophy. 
Paul N. Atkins, Jr., M.D., was third. 


Warren F. Streck, M.D., led in the Den- 
tists division, winning the Tulsa County 
Dental Society placque. 


About 115 golfers participated. Over 80 
merchandise prizes were distributed in ad- 
dition to the trophies, all donated by Tulsa 
merchants. 

The event was under the direction of Si- 
mon Pollack, M.D., assisted by Dan E. Bran- 
nin, M.D., Paul N. Atkins, Jr., M.D., and E. 
Malcolm Stokes, M.D. 
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Expectant Motherhood. Nicholson J. Eastman, M.D. 
Cloth binding, $1.75. Pp. 194. Published by Little, 
Brown & Co., 34 Beacon Street, Boston 6, Massa- 
chusetts. Copyright 1957. 


This new edition of a standard book is 
designed to help the prenatal patient and 
her family through her pregnancy, labor 
and delivery, and the post partum trials as 
easily as possible. The 194 pages in 11 chap- 
ters are well written and practical. 


When the practicing obstetrician can get 
his patients to read the entire text countless 
hours and as many worries may be spared 
the parturient-to-be. Should she read only 
the one and a half pages devoted to “How 
to Telephone Your Doctor’ the book would 
have proved its value. 


Weight control in pregnancy is concisely 
and clearly presented; the suggested meth- 
ods of preparing foods can be of help to 
the more experienced cook in limiting the 
saloric intake. 


The question of painless childbirth and 
natural childbirth is treated from a broad 
and unemotional viewpoint and the final 
chapters on convalescence with care of the 
newborn complete an excellent book.—Dixon 
N. Burns, M.D. 


Organized Home Medical Care in New York City. 
The Hospital Council of Greater New York, fabric 
cover. Pp. 537, $8.00. Published by Harvard Press. 


In 1954, when this study was undertaken, 
there were 19 organized medical care pro- 
grams in New York City which provided 
medical, nursing, and social services to pa- 
tients in their own homes. Eighteen of these 
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were hospital-based programs which served 
2,059 patients at the time of study; the 
nineteenth was the chronic care service of 
the Department of Public Welfare. This 
book presents the findings and recommen- 
dations of the study group. 


Data are presented on the type of patients 
being served and their families, including 
diagnoses, length of illness, economic level, 
housing, size and composition of family and 
social problems needing attention. The at- 
titudes of patients and their families toward 
the various home care programs were also 
studied. The services offered were surveyed 
and unmet needs noted. Personnel provid- 
ing services included physicians, nurses, so- 
cial workers, laboratory technicians, physi- 
cal therapists, occupational therapists, and 
home-makers. The individual programs were 
examined as to administrative organization, 
numbers and qualifications of personnel, 
case-finding techniques, sources of referral, 
and policies for acceptance or rejection of 
patients suggested for home care services. 
The extent of supervision given personnel 
and the use of these programs in education 
and research were also studied. Extensive 
appendices give details of the individual pro- 
grams. 


The ultimate aim of this survey was to 
provide information on which to base sub- 
sequent planning of an adequate home care 
program. The recommendations of the study 
group are quite explicit and cover all aspects 
of such a program. This book, therefore, 
will be of great interest to anyone concerned 
with the planning or operation of an or- 
ganized home medical care program.—Wil- 
liam W. Schottstaedt, M.D. 
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nadlles 


SIDNEY S. T. HINEs, M.D. 
1870-1957 


Sidney S. T. Hines, M.D., 87, died August 
26, 1957 in Campti, Louisiana. He gradu- 
ated from the College of Physicians and Sur- 
geons, Dallas, Texas, in 1905. 


Doctor Hines was a member of Cherokee- 
Adair County Medical Society, a Life Mem- 
ber of the Oklahoma State Medical Associa- 
tion and the American Medical Association. 


ROBERT E. LEE RHODEs, M.D. 
1876-1957 


Robert E. Lee Rhodes, M.D., died in Tulsa 
on August 31, 1957. Doctor Rhodes, 81, was 
a native of Grand Saline, Texas, moving to 
Tulsa in 1913. 


Doctor Rhodes received his Doctor of Med- 
icine Degree from the Southern Methodist 
University College of Medicine in 1905 and 
served three years as an interne at St. Paul’s 
Sanitarium in Dallas. He was given an hon- 
orary Doctor of Medicine degree by Baylor 
Medical College. 


He was a Life Member of the Tulsa County 
Medical Society, the Oklahoma State Medical 
Association and the American Medical Asso- 
ciation. 


BARTON H. WATKINS, M.D. 
1889-1957 


Barton H. Watkins, M.D., 68, died in Okla- 
homa City on August 23, 1957. Doctor Wat- 
kins was born in 1889 in Gentry county, Mis- 
souri, moving to Hobart in 1928. He was a 
graduate of St. Louis University Medical 
School in 1916. 


Doctor Watkins was a member of the 
Kiowa-Washita County Medical Society, a 
Life Member of the Oklahoma State Medical 
Association and the American Medical Asso- 
ciation. 
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EDWARD K. WITCHER, M.D. 
1891-1957 


Edward K. Witcher, M.D., 66, died Septem- 
ber 17, 1957 of a heart attack. Dr. Witcher 
was a staff member at Eastern State Hos- 
pital, Vinita. 


Dr. Witcher was born in Olney, Illinois, in 
1891. He received his Doctor of Medicine 
degree from Northwestern University Medi- 
cal School of Illinois. He did his post-grad- 
uate work in Vienna, Austria and in Edin- 
burgh, Scotland. 


Dr. Witcher was a member of the Craig- 
Ottawa Medical Society of which he was for- 
merly president. He was also a member of 
the Oklahoma State Medical Association and 
the American Medical Association. 


DAVID A. MYERS, M.D. 
1875-1957 


David A. Myers, M.D., 82, former Presi- 
dent of the Oklahoma State Medical Associa- 
tion, died September 26, 1957, in Letterman 
General Hospital, San Francisco, California. 


Dr. Myers practiced medicine in Lawton 
and served as President of the O.S.M.A. in 
1910-1911. He was born in Wisconsin and 
graduated from McGill University. 


Doctor Myers was Chief Surgeon of the 
Army Medical Corps during World War I and 
was developer of the blind-flying technique 
used by pilots. 


EDGAR EUGENE RICE, M.D. 
1899-1957 
Edgar Eugene Rice, M.D., died of a heart 
attack September 28, 1957 in Shawnee, Okla. 
A native of Indiana, Doctor Rice has re- 
sided in Shawnee since he was two years old. 
Doctor Rice graduated from Northwestern 
University and did post-graduate work at 
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University of Edinburg and the University 
of Vienna. 


Doctor Rice was a member of the American 
College of Surgeons, Oklahoma State Medica! 
Association, Pottawatomie County Medical 
Society and a member of the editorial board 
of the Journal of the Oklahoma State Med- 
ical Association. 


CARL PUCKETT, M.D. 
1882-1957 


Carl Puckett, M.D., managing director of 
the Oklahoma Tuberculosis Association, died 
September 27, 1957, at the age of 74. Dr. 
Puckett was born in Rogers, Arkansas, and 
was graduated from St. Louis College of 
Physicians and Surgeons in 1905. 


Dr. Puckett entered private practice at 
Pryor, Oklahoma, serving as staff physician 
at Whitaker State Home and as Mayes 
County Superintendent of Health. 


After serving three years as state Health 
Commissioner, Dr. Puckett was appointed 
Director of the Tuberculosis Association, 
which position he held 30 years. 


Doctor Puckett helped organize the North- 
ern District Indian Territory Medical Society 
in 1906 and was elected first secretary of the 
organization. He was a member of the Mayes 
County Medical Society, the Oklahoma State 
Medical Association and the American Medi- 
cal Association. Doctor Puckett was awarded 
a Fifty Year pin in recognition of his fifty 
vears service in the medical profession. 





PHYSICIAN PLACEMENT 


° Anesthesia 

Daniel B. Perry, Residence Quarters, Harlem Hos- 
pital, New York, N. Y., age 48, Meharry Medical 
College, 1948, interned at Harlem Hospital, New 
York and served residency in anesthesia there, vet- 
eran, available December, 1957. 


General Practice 
David L. Mossman, USAH, Orthopedic Department, 
Ft. Riley, Kansas, age 28, married, University of 
Vermont, 1954, available upon separation from serv- 
ice, December, 1957. 


Internal Medicine 
Louis K. McCown, 1516 Third Ave., N.E., Rochester, 
Minnesota, age 33, married, Tulane, 1949, Residency 
at Mayo Clinic, Veteran, available January 1, 1958. 
Bartis M. Kent, 225 Koser, Iowa City, Iowa, age 32, 
married, Baylor, 1948. Three year residency at Bay- 
lor, veteran, available July, 1958. 


Neurosurgery 

Bahif S. Salibi, M.D. (Currently Captain, MC U. S. 
Army) 121 Evac. Hosp., APO 971, San Francisco, 
California, age 35, married, Board qualified in 
Neurosurgery, except for the two years of private 
practice required by the Boards, available October, 
1958. 

Pediatrics 

Marilynn L. Miles, Kemmerer Bldg. Norton, Virginia, 
age 36, single, Albany Medical College, 1950, resi- 
dency at University of Michigan, available immedi- 
ately. 

James A. Dugger, 1510 Southern Ave., Kalamazoo, 
Michigan, age 35, married, University of Oklahoma, 
1946, three years residency in pediatrics, veteran, 
available September 1, 1957. 


Urology 
John C. Brazos, 406 South Washington, Watertown, 
Wisconsin, age 36, married, University of Illinois, 
1949, interned at Anckee County Hospital, St. Paul, 
Minnesota, residency at Milwaukee County Hospital, 
Milwaukee, Wisconsin. Veteran, available upon 
completion of residency, July 31, 1957. 











If You Know Of 
Practice Opportunities 
Within the State 
Please Notify the O.S.M.A. 
Giving Complete Details 
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Low Back Injuries with Particular Reference to 
the Part Played by Congenital Abnormalities 
Frank D. Dickson, M.D.—Kansas City, Mo. 


— 1. Congenital abnormalities of the lumbo- 
sacral articulation occur in approximately 35% of 
all individuals producing an architecturally weak 
back. 


“2. Clear skiagrams taken in the proper manner 
will reveal the presence of congenital abnormalities 
if carefully studied. 


“3. When subjected to trauma the normal spine 
should and usually does recover under adequate treat- 
ment. 


“4. When subjected to trauma the congenitally 
weak back returns to normal much more slowly and 
much less completely than does the normal spine. 


“5. With a definite congenital defect present if 
adequate conservative treatment does not result in 
relief and elimination of disability stabilization of the 
involved region is definitely indicated ... ”’ 


The Health Department and the Physician in 
Private Practice 
C. E. Waller, M. D. 
Assistant Surgeon General U. S. Public Health 
Service, Washington 


“Reluctant as he may be to realize and admit it, 
one who comes frequently in contact with large 
numbers of practicing physicians and with represen- 
tatives of local public health agencies cannot fail to 
see developing in many sections of the country today 
a more or less strained relationship between the 
health department and the doctor engaged in private 
practice. On the one hand, the physician sees, in all 
sincerity, the present-day activities of the health 
agency as the forerunner of what he visualizes as 
“State medicine’ of the future; on the other side, 
this or that health officer complains of the lack of 
cooperation—even open hostility—of the medical pro- 
fession. This situation seems all the more deplorable 
because of the very evident fact that most of the 
dissatisfaction which has arisen can be attributed to 
misunderstanding; and the writer of this paper can- 
not be honest without expressing his belief that re- 
sponsibility for much of this misunderstanding, 
wherever it exists, can be laid at the door of the 
health officer himself as a result of his failure to 
take the local medical profession into his confidence 
and to request its advice and assistance in the plan- 
ning and in the execution of his work. Although I 
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myself am the representative of a public health 
agency, many years removed from association with 
members of my profession as a practicing physician, 
I have sufficient faith in the ultruism of the doctor 
in private practice, demonstrated by his traditional 
willingness to carry, often at sacrifice of himself, 
more than his part of a community burden by giving 
without recompense his services to the unfortunate, 
to know that at heart he is just a much interested in 
the prevention of unnecessary illness and mortality 
as is the health officer. And experience in local 
health work has convinced me of the belief that when- 
ever the health department is willing to take its prob- 
lems openly to the medical profession for free dis- 
cussion and to seek the cooperation of the practicing 
physician on an amicable basis, the whole-hearted and 
enthusiastic support of the doctors usually will be 
forthcoming. 


“On the other hand there is a wealth of good in 
the modern public health program which may result 
in material personal benefit to the private physician 
if he will forget for the moment his fear of ‘State 
medicine’ and take the trouble to see for himself 
what the health department may do for him. I refer 
particularly to the demand for medical service cre- 
ated by school medical inspections, periodic physical 
examinations, diagnostic clinics, educational activities, 
and the like. Moreover, it is my firm conviction that 
the public health agency can and will be the strongest 
ally of the medical profession in resisting the ap- 
proach of ‘State medicine’ if you will permit the 
health officer to join with you in an effort to solve 
the problem you are now facing or with which you 
undoubtedly will be confronted in the future. Any 
trend which may be developing in this country to- 
ward ‘State medicine’ is the result of an underlying 
cause far more important than the activities of the 
health agency. The economic situation with which 
the doctor is confronted is affecting the public as 
well. People are beginning to wonder if the burden 
of medical care for certain groups, which falls ulti- 
mately upon the community as a whole, cannot be 
made lighter by preventing the need for such care 
The individual who is not an indigent but who cannot 
pay the price of adequate service finds himself 
forced to go without or to seek some plan whereby 
the expense of medical attention may be lessened 
In all seriousness, therefore, I venture to predict that 
should there develop in this country a conflict over 
the question of whether or not medical service shall 
be supplied by the State or the community, the con- 
troversy will be waged not between the health de- 
partment and the physician but between the public 
and the medical profession. Why should not the pub- 
lic health agency and the practicing physician, before 
the situation becomes more difficult, join hands in 
working out a solution of the problem which will meet 
public health needs, gvie the doctor an opportunity to 
adjust himself to preventive medicine in private prac- 
tice, and provide a plan under which every individual 
may receive adequate medical advice and care at a 
cost commensurate with his ability to pay, with just 
compensation to the physician for his services? ... ” 








Salicylates, Glucostricoids . . . 


(Continued from Page 498) 


*Note: Each tablet of Pabalate® (Robins) 
contains sodium salicylate, 300 mg., sodium 
para-aminobenzoate, 300 mg., and ascorbic 
acid, 50 mg. Neocylate® (Central Pharma- 
cal) contains sodium salicylate, 250 mg., 
sodium para-amino-benzoate, 250 mg., and 
ascorbic acid, 20 mg. per tablet; Neocylate 
with Cortisone® (Central Pharmacal) con- 
tains an additional 5 mg. of Cortisone per 
tablet. Panate® (Pitman-Moore) is com- 
posed of calcium salicylate, 325 mg., calcium 
pantothenate, 40 mg., menadione, 0.1 mg., 
and ascrobic acid, 10 mg. Cordex® (Upjohn) 
contains acetylsalicylic acid, 300 mg. and 
prednisolone, 0.05 mg. in each tablet. Three 
hundred milligrams of acetylsalicylic acid 
was present in each aspirin tablet. Placebo 
doses contained various amounts of lactose, 
or Terramycin® in one to ten milligram 
tablets or capsules. 
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CLASSIFIED ADS 


OFFICE SPACE for lease. Ten rooms, two lavator- 
ies, private parking, air conditioned, ground floor. Will 
rent half or lease all. 1225 North Walker or call 
FOrest 5-4842 or TR 8-3311. 


WANTED General Practitioner to give anesthetic 
in private clinic. Please advise qualifications in first 
letter. Box D, c/o THE JOURNAL, P. O. Box 9696, 
Shartel Station, Oklahoma City, Okla. 


FOR SALE: Hamilton steelstone suite; mist green 
color. Consisting of examining table, treatment cab- 
inet, waste receptacle, and stool. Also miscellaneous 
instruments for general practice use. All in excellent 
condition, less than two years old. Quentin T. Brooks, 
M.D., Western State Hospital, Ft. Supply, Oklahoma. 


FOR SALE: Six bed, licensed General Hospital and 
Clinic, serving two cities, combined population 4000, 
with large trade area. Write Box B, c/o THE 
JOURNAL, P.O. Box 9696, Shartel Station, Oklahoma 
City, Oklahoma. 


WANTED: General Practitioner. Oklahoma license. 
Salary open. Family residence and maintenance 
available at nominal cost. Good setup for recent 
graduate, retired serviceman, or older man seeking 
regular hours and less strenuous work. Location ad- 
jacent to several recreational areas. Contact Superin- 
tendent, Oklahoma State War Veterans Home Facili- 
ties, Sulphur, Oklahoma. 


FOR RENT: Medical Offices under construction 
N.W. 39th &MacArthur, Oklahoma City. In shopping 
center, parking. $2.00 per square foot. WH9-5646. 


FOR RENT: Office space for General Practitioner 
with two dentists. Small community near metropoli- 
tan area. Will design office to suit physician’s needs. 
Box A-l, c/o THE JOURNAL, Box 9696, Shartel Sta- 
tion, Okla. City, Okla. 


WANTED: General Practitioner for 40 bed hospital 
and clinic due to death of partner. Prosperous, grow- 
ing West Texas town of 18,000. Principle industries 
oil and agriculture. Excellent starting salary and 
early partnership. If interested please call collect or 
write: Battenfeld-Jones Hospital Clinic, Inc., Adminis- 
trator, Snyder, Texas. 
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